362.1 

M26rgr 

1996 


REPORT  TO  GOVERNOR 
RACICOT  AND  THE  1997 
MONTANA  LEGISLATURE 


STATF  DOCUMENTS  COLLECTION 

^PR  2  8  2003 


Montana 

157  5 


1=,^    ^'   '■"^   LlbKAOy 
i5'5  '"    f •  -    /M. 


PREPARED  BY 
THE  MONTANA 
HEALTH  CARE 
ADVISORY  COUNCIL 

OCTOBER  1,  1996 


MONTANA  STATE  LIBRARY 


,.  ,. Jill     .      .  . 

3  0864  1001   9132  2 


Montana  Health  Care  Advisory  Council 

JULY1995- JUNE  1997 


Public  Members: 

Cindy  Lewis,  Chair 

8 1 6  Floweree 
Helena,  Montana  59601 
Phone:(406)444-2135 
Fax:    (406)447-2609 

Max  Agather,  Vice-Chair 

Glacier  Insurance 
1 7  First  Avenue  East 
Kalispell,  Montana  59901 
Phone:  (406)752-8693 
Fax:     (406)756-8897 

Dr.  Lawrence  Palazzo 

621  Second  Street  South 
Glasgow,  Montana  59230 
Phone:  (406)228-4359 
Fax:     (406)228-4350 

Kathleen  Richardson 

Attorney  at  Law 
339  Third  Street 
Havre,  Montana  59501 
Phone:  (406)265-4396 
Fax:     (406)265-1069 

Kent  Burgess 

St.  John's  Lutheran  Home 
3940  Rimrock  Road 
Billings,  Montana  59102 
Phone:  (406)656-2710 
Fax:     (406)656-2906 


Legislative  Members: 

Sen.  Steve  Benedict 

P.O.  Box  668 

Hamilton,  Montana  59840 
Phone:  (406)363-3010 
Fax:     (406)363-6436 

Sen.  Judy  Jacobson 

330  Blacktail  Canyon  Road 
Butte.  Montana  59701 
Phone:  (406)494-8209 

Rep.  Duane  Grimes 

4  Hole  in  the  Wall 
Clancy,  Montana  59634 
Phone:  (406)933-8538 

Rep.  Emily  Swanson 

15042  Kelly  Canyon  Road 
Bozeman,  Montana  59715 
Phone:  (406)587-9332 


Governor's  Representative: 

Dr.  Peter  Blouke 

Director 

Department  of  Public  Health 

and  Human  Services 

1 1 1  Sanders  Street 

Helena,  Montana  59620 

Phone:  (406)444-5622 

Fax:     (406)444-1970 


October  1,  1996 


Governor  Marc  Racicot  and 
Members  of  the  Montana  Legislature 
Capitol  Station 
Helena,  Montana  59620 

Honorable  Governor  and  Legislators: 

On  behalf  of  the  Montana  Health  Care  Advisory  Council,  it  is  with  great  pleasure  that  I 
submit  this  Report.    House  Bill  511,  enacted  during  the  1995  legislative  session,  created  the 
Health  Care  Advisory  Council  and  directed  it  to  continue  investigations  into  incremental, 
market-based  health  reform  efforts.    This  Report  represents  15  months  of  work  by  the 
Advisory  Council  in  meeting  the  challenges  of  House  Bill  511. 

The  process  of  addressing  health  reform  initiatives,  especially  those  having  to  do  with  cost 
containment,  presents  a  continual  challenge  to  policy  makers  in  our  State  and  our  nation. 
Through  our  deliberations,  we  have  discovered  that  numerous,  and  sometimes  controversial, 
issues  require  consistent  examination  and  open  dialogue.    The  Health  Care  Advisory  Council 
presents  our  Report  with  several  recommendations  acknowledging  the  need  to  continue  that 
examination  and  dialogue. 

Legislators,  consumers,  and  public  and  private  interests  have  all  contributed  to  our  better 
understanding  of  health  care  problems  and  possible  solutions.    The  Health  Care  Advisory 
Council  believes  that  the  efforts  from  the  many  individuals  who  have  helped  guide  our 
thought  processes  have  made  this  Report  and  its  recommendations  reasonable.    We  believe 
we  are  suggesting  strategies  that  begin  to  more  fully  address  the  issues  of  health  care  quality, 
cost,  and  access. 

On  behalf  of  the  Health  Care  Advisory  Council,  I  would  like  to  express  our  sincere 
appreciation  to  all  the  individuals  who  provided  valuable  input  into  our  deliberations.    This 
Report  is  a  result  of  that  public  process. 

Very  Sincerely, 


Cindy  Lewis,  Chair 

Montana  Health  Care  Advisory  Council 
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SECTION  1: 
EXECUTIVE  SUMMARY 


MONTANA  HEALTH  CARE  ADVISORY  COUNCIL  EXECUTIVE  SUMMARY 


1.1  INTRODUCTION 


Health  care  uses  an  extraordinary  annount  of  state  resources.   Although  exact  figures 
are  not  available,  estimates  place  the  costs  of  health  care  in  Montana  at  more  than 
$7.5  million  each  day.   With  this  knowledge  and  the  recognition  of  a  continuing  need 
to  evaluate,  monitor,  and  analyze  Montana's  health  care  system,  the  1995  Legislature 
created  the  Montana  Health  Care  Advisory  Council  with  House  Bill  511.   Through 
HB511  and  other  legislation,  the  1995  Legislature  opted  for  an  incremental  approach 
to  health  care  reform.   HB511  directed  the  new  Advisory  Council  to  monitor  and 
evaluate  the  impact  of  recent  health  care  legislation,  to  assist  and  advise  the 
Department  of  Public  Health  and  Human  Services  in  designing  and  developing  a 
health  care  data  base,  to  appoint  a  task  force  to  design  a  health  care  consumer 
report  card,  and  to  study  methods  to  reduce  costs  in  health  care  service  and  delivery 
systems. 

The  Advisory  Council  recognizes  that  the  incremental  reforms  enacted  during  the 
1995  Legislature  require  extended  time  to  effectively  measure  their  impacts.  The 
Council,  therefore,  primarily  focused  its  efforts  on  the  following: 

o  health  information  and  network  development; 

•=:>  cost  containment; 

<>  health  care  consumer  report  card;  and 

o  health  care  report  for  legislators. 

The  Advisory  Council  took  testimony  and  considered  issues  within  each  topic  area. 
From  the  numerous  recommendations  for  cost  containment  efforts,  the  Council 
prioritized  and  developed  final  consensus  on  a  smaller  list  of  recommendations  to 
state  agencies  and  to  the  1997  Legislature.   As  the  process  developed,  it  was  also 
apparent  that  many  efforts  to  improve  health  care  in  Montana  were  already  underway 
and  the  Council  recommends  continued  action  in  those  areas. 

Please  see  the  complete  report  in  Section  2  and  the  appendices  in  Section  3  for:   the 
Advisory  Council's  mission  and  objectives;  the  process  by  which  the 
recommendations  were  developed;  more  in-depth  budget  analysis;  and  all  other 
supporting  information. 
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1.2    HEALTH  CARE  ADVISORY  COUNCIL 
1997  LEGISLATIVE  RECOMMENDATIONS 


Recommendation  No.  1:  The  Health  Care  Advisory  Council  recommends  that 
the  Montana  Health  Information  Network  be  established  to  obtain  information 
and  data  regarding  health  care  cost,  access  and  quality  to: 

O  increase  knowledge  and  awareness  of  policy  makers,  health  care  providers, 

and  the  general  public; 
O  promote  health  care  cost  containment; 
O  maintain  quality  of  health  care  for  Montana's  citizens;  and 
O  provide    accurate    and    responsible    reporting    on   the    health    status    of 

Montanans. 


Description: 

The  proposed  Montana  Health  Information  Network  is  a  public/private  corporation 
which  would  serve  as  a  "hub"  with  access  to  the  many  health  care  data  sources  in 
Montana  through  voluntary  agreements  with  holders  of  health  care  data.   The 
Network  would  not  maintain  a  centralized  data  base  but  could  tap  into  existing  data 
bases  as  needed  for  specific  analyses,  questions,  or  further  dissemination  of  data. 

Requests  for  information  from  health  care  providers,  consumers,  purchasers, 
government  agencies,  and  the  legislature  will  be  processed  through  this  central  hub 
with  strict  privacy  and  confidentiality  safeguards.   By  successfully  marketing  its 
services,  the  Health  Information  Network  could  eventually  help  offset  its  costs. 

Ratio  na/e: 

O  More  than  $7.5  million  is  spent  on  health  care  daily  in  Montana,  yet  there  is  no 
coordinated  effort  to  obtain,  analyze,  or  organize  relevant  data. 

O  The  1995  Legislature  believed  that  major  keys  to  improving  Montana's  health  care 
are  accessibility,  coordination,  and  distribution  of  current  health  care  data.   The 
Network  is  the  most  cost-effective  way  to  achieve  these  goals  while  promoting 
containment  of  costs  and  assisting  policy-makers  and  the  public  in  making 
informed  decisions. 

O  A  public/private  entity  has  the  benefits  of  independence,  the  viability  of  a  volunteer 
network,  and  increased  protection  of  confidential  information. 

1999  Biennium  Budget  Request:  $219,687  general  funds 

$219,685  federal  funds 
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Recommendation  No.  2:  The  Health  Care  Advisory  Council  recommends  that 
the  1997  Legislature  ban  the  sales  of  tobacco  products  in  vending  machines  in 
Montana. 


Rationale'. 

O  Smoking  among  youth  in  Montana  is  increasing. 

O  Tobacco  is  an  illegal  drug  in  Montana  for  anyone  under  the  age  of  18,  yet  vending 

machines  are  often  placed  in  areas  frequented  by  youth. 
O  In  spite  of  the  1995  Youth  Access  to  Tobacco  Products  law,  recent  merchant 

compliance  checks  in  7  Montana  communities  showed  children  still  were  easily 

able  to  purchase  tobacco  products  through  vending  machines. 
O  Tobacco-related  illnesses  cost  nearly  $100  million  annually  in  Montana,  including 

$12  million  in  Medicaid  funds. 

1999  Biennium  Budget  Request.     None  anticipated. 


Recommendation  No.  3:  The  Health  Care  Advisory  Council  recommends  that 
a  legislative  study  be  authorized  to  review  elimination  of  Certificate  of  Need 
(CON)  process  for  home  health  services  and  long-term  care  services,  inclusive 
of  nursing  homes,  swing  beds,  and  transitional,  or  subacute,  long  term  care. 


Rationale: 

O  Council  members  could  not  agree  on  the  public  benefit  of  the  CON  process  for  the 
above  facilities  or  services.   Further  study  is  necessary  since  any  change  could 
have  a  significant  impact  on  cost,  quality,  and  access  to  these  services. 

1999  Biennium  Budget  Request:     Interim  Legislative  subcommittee  funding. 


Recommendation  No.  4:  The  Health  Care  Advisory  Council  recommends  that 
Certificate  of  Need  (CON)  review  of  mental  health  centers,  inpatient  psychiatric 
beds,  major  medical  equipment  purchases,  medical  assistance  facilities,  and 
specialty  mental  health  services  be  eliminated. 


Rationale: 

O  Eliminating  the  CON  process  from  these  facilities  or  services  will  reduce 
regulatory  requirements  without  compromising  the  public  benefit. 

O  Experience  indicates  that  there  is  little  financial  incentive  to  develop  additional,  but 
unnecessary,  facilities  or  services  in  these  categories. 

O  As  managed  care  becomes  more  prevalent  for  mental  health  services.  Certificate 
of  Need  has  less  applicability  as  a  cost  containment  strategy. 

1999  Biennium  Budget  Request:     None  anticipated. 
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Recommendation  No.  5:  The  Health  Care  Advisory  Council  recommends  that 
the  administration  work  to  secure  waivers  of  certain  federal  regulations  with 
assistance  from  Montana's  Congressional  delegation,  the  National  Governor's 
Association,  the  National  Council  of  State  Legislatures,  and  other  appropriate 
groups  or  individuals,  and  recommends  that  the  1997  Legislature  consider  a 
resolution,  where: 

o  the  state  is  allowed  a  greater  level  of  flexibility  in  applying  federal  certification 

standards  to  nursing  homes; 
c  the  state  is  allowed  to  conduct  federal  Medicaid/Medicare  surveys  on  a 

schedule  which  allows  state  option  for  annual,  two  year,  or  three  year 

surveys;  and 
c  the  federal  government  accepts  Medicaid/Medicare  "deemed  status"  for  long 

term  care  facilities  securing  accreditation  from  acceptable  private  regulatory 

entities,  such  as  the  Joint  Commission  for  Accreditation  of  Healthcare 

Organizations. 


Rationale: 

O  Regulations  for  nursing  homes  created  at  the  federal  level  do  not  always  take  local 

issues  and  problems  into  consideration. 
O  Excessive  and  inflexible  regulations  add  costs  to  health  care  providers  which  are 

passed  on  to  consumers. 

1999  Biennium  Budget  Request    None  anticipated. 


Recommendation  No.  6:  The  Health  Care  Advisory  Council  recommends  that 
the  model  Montana  Health  Care  Information  Report  on  hip  replacements  be 
published  and  distributed  by  the  Department  of  Public  Health  and  Human  Services 
and/or  private  entities  throughout  the  state  with  the  Advisory  Council  measuring 
the  Report's  effectiveness  before  the  1999  Legislature,        


Rationale: 

O  The  1995  Legislature  believed,  as  stated  in  HB511,  that  consumer  report  cards 
"...will  enhance  consumer  responsibility  in  the  use  of  health  care  services." 

O  To  improve  consumers'  abilities  to  make  informed  decisions  about  health  care 
choices,  there  needs  to  be  a  credible  information  report  that  provides  a  broad  range 
of  information  about  a  specific  procedure  or  illness. 

O  For  the  first  time  in  one  report,  the  Health  Care  Information  Reports  (formerly  known 
as  Report  Cards)  combine  health  information  about  a  specific  illness  or  procedure, 
recommendations  for  communicating  with  providers  and  payers,  and  median  charge 
information. 

1999  Biennium  Budget  Request    None  anticipated. 
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Recommendation  No.  7:  The  Health  Care  Advisory  Council  recommends  that 
the  1997  Legislature  extend  the  sunset  provision  for  two  to  four  years  to  continue 
the  Health  Care  Advisory  Council  with  a  similar  membership  structure;  sufficient 
budget  to  meet  monthly  and  have  adequate  staff  and  consultant  support;  and  a 
specific  mission  statement  giving  the  Council  direction  for  policy  development  and 
action,  including: 

o      development  of  a  long-term  plan  for  reviewing  cost  containment,  quality, 
and  access  to  care  issues  and  recommending  an  incremental  reform 
plan; 
o     examination  of  rural  health  issues; 
o      monitoring  managed  care  issues  in  Montana  and  reporting  its  status  and 

effects  on  quality,  cost,  and  access  to  the  Legislature; 
o      monitoring  implementation  and  effects  of  all  incremental  health  care 
reform  legislation. 


Rationale: 

O  The  Council  would  serve  as  a  neutral  forum  and  bridge  between  legislative  sessions 

to  discuss  the  complex  and  controversial  factors  affecting  the  health  care  market, 

monitor  incremental  reform  legislation,  and  propose  changes  to  improve  access  and 

quality,  encourage  preventive  care,  and  control  costs. 
O  Health  care  costs  $7.5  million  each  day  in  Montana. , 
O  Changes  in  health  care  are  occurring  rapidly  throughout  the  state  with  many  new 

managed  care  entities  and  interest  groups,  all  having  the  potential  to  affect  access, 

cost,  and  quality  of  care  for  Montana  citizens. 
O  While  health  care  costs  are  presently  increasing  at  a  slower  rate  than  in  previous 

years,  concerns  about  access  to  care,  cost/charge  shifting,  market  changes,  and 

quality  issues  will  only  become  magnified  in  the  coming  years,  requiring  more  time 

and  attention  by  State  agencies  and  the  Legislature. 
O  The  present  Council  has  become  knowledgeable  on  health  care  issues  and  worked 

efficiently  under  the  current  membership  structure  which  includes  legislators  as  well 

as  citizen  members. 
O  A  long-term  plan  for  evaluating  health  care  cost,  quality  and  outcome  issues, 

recommending  changes,  and  monitoring  health  care  reform  outcomes  is  necessary 

to  continue  incremental  health  care  reform  measures. 

1999  Biennium  Budget  Request  An  amount  sufficient  to  operate. 
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1.3  HEALTH  CARE  ADVISORY  COUNCIL  RECOMMENDATIONS 
FOR  EXECUTIVE  BRANCH  ACTION 


Recommendation  No.  1:  The  Health  Care  Advisory  Council  recommends  agency 
action  to  better  coordinate  and  combine  health  care  facility  regulatory  functions.  . 


Rationale: 

O  Continuing  addition  of  new  rules  and  regulations  on  health  care  providers  adds  new 

costs  which  are  passed  on  to  the  consumer. 
O  An  effort  to  coordinate  and  combine  health  care  facility  regulatory  functions  could 

save  considerable  administrative  costs  which  could  be  passed  on  to  the  consumer. 

1999  Biennium  Budget  Request    None  anticipated. 


Recommendation  No.  2:  The  Health  Care  Advisory  Council  recommends  that  the 
Department  of  Public  Health  and  Human  Services  study  the  development  and 
implementation  of  a  managed  care  program  for  long-term  care. 


Rationale: 

O  As  managed  care  becomes  more  prevalent  in  the  delivery  of  health  care,  other 
states  are  examining  the  potential  of  long  term  care  delivery  systems  operating 
under  managed  care  environments  as  cost  containment  activities. 

1999  Biennium  Budget  Request    None  anticipated. 


Recommendation  No.  3:  The  Health  Care  Advisory  Council  recommends  that  the 
Department  of  Public  Health  and  Human  Services  continue  current  activities  to 
study  Issues  related  to  federal  certification  standards  for  nursing  homes. 


Rationale: 

O  Regulations  for  nursing  homes  created  at  the  federal  level  do  not  always  take  local 

issues  and  problems  into  consideration. 
O  Excessive  and  inflexible  regulations  add  costs  to  health  care  providers  which  are 

passed  on  to  consumers. 

1999  Biennium  Budget  Request    None  anticipated. 
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Recommendation  No.  4:  The  Health  Care  Advisory  Council  recommends  that  the 
Department  of  Public  Health  and  Human  Services  and  interested  individuals  review 
the  property  cost  component  of  the  Medicaid  reimbursement  formula  to  determine 
potential  improvements  in  cost  assessment  methodologies. 


Rationale: 

O      The  current  property  cost  component  methodology  provides  the  Department 

necessary  information  to  assist  its  determination  of  how  each  long  term  care  facility 
is  reimbursed  under  Medicaid  funding.  The  Advisory  Council  agreed  that  this 
review  could  be  used  to  examine  how  cost  containment  strategies  could  be 
incorporated  into  the  process. 

1999  Biennium  Budget  Request    None  anticipated. 


1.4  HEALTH  CARE  ADVISORY  COUNCIL  SUPPORT  FC 
THE  PUBLIC  HEALTH  IMPROVEMENT  TASK  FORCE 


KSI 


The  Health  Care  Advisory  Council  recommends  that  support  be  extended  to  the  Public 
Health  Improvement  Task  Force  and  the  Department  of  Public  Health  and  Human 
Services  in  their  effort  to  implement  the  Montana  Public  Health  Improvement  Plan.  That 
Plan  makes  recommendations  to  improve  the  capacity  of  local  public  health  agencies, 
accomplish  cost  effective  health-related  prevention  strategies,  and  protect  public  health. 

Between  1981  and  1993,  health  care  costs  in  the  U.S.  increased  by  more  than  210 
percent  while  funding  for  population-based  public  health  decreased  25  percent.  In 
1993,  less  than  one  percent  of  all  the  money  spent  on  health  care  was  invested  in 
public  health  services.  The  public  health  system  has  been  extremely  successful  in 
promoting  health  and  preventing  disease  but  the  basic  infrastructure  of  the  system  has 
been  deteriorating  at  an  alarming  rate.    A  1994  survey  of  local  public  health  agencies  in 
Montana  showed  that  most  agencies  had  less  than  50  percent  of  the  capacity  they  need 
to  provide  basic  public  health  responsibilities.  Without  a  strong  public  health  system, 
communicable  diseases,  injuries,  and  chronic  diseases  will  increase. 

Therefore,  the  Advisory  Council  supports  the  innovative  strategies  to  address  public 
health  improvement  by  the  Task  Force  in  its  report  to  the  Governor  and  1997 
Legislature  which  proposes  a  continuing  and  voluntary  Public  Health  Improvement 
process  facilitated  by  the  Department. 


MONTANA  HEALTH  CARE  ADVISORY  COUNCIL  EXECUTIVE  SUMMARY 


1.5  HEALTH  CARE  ADVISORY  COUNCIL  SUPPORT 
OF  PREVENTION  GOALS  AND  OBJECTIVES 


During  the  past  year,  the  Advisory  Council  solicited  proposals  to  reduce  health  care 
costs  in  Montana  through  preventive  health  initiatives.  The  Council  supports  all 
preventive  health  efforts  in  the  state  as  not  only  the  appropriate  reorientation  for  health 
care,  but  as  potential  cost  control  measures.  The  Council  is  not  in  a  position,  however, 
to  recommend  expenditure  of  funds  for  some  projects  or  proposals  at  the  expense  of 
others.  The  Council,  however,  does  strongly  support  efforts  in  the  following  areas: 

Obreast  cancer  detection  and  screening; 
Oinjury  prevention  and  treatment; 

Ocommunity-based  managed  care  options  for  seriously  emotionally  disturbed 
youth; 

Ounintended  teen  pregnancy  prevention; 

Oimproving  immunization  rates; 

Odevelopment  of  Healthy  Communities  programs  in  Montana  communities; 

Ocontinuation  of  the  Caring  Program  for  Children;  and 

Othe  Long-Term  Care  Reform  Advisory  Council. 
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1.6  SUMMARY  AND  CONCLUSIONS 


The  Montana  Health  Care  Advisory  Council,  created  by  the  1995  Legislature,  brought 
members  of  the  lay  public  from  various  areas  of  health  care  together  with  legislators  to 
continue  to  address  costs  of  health  care.  The  Advisory  Council  was  directed  to 
participate  in  the  design  and  development  of  a  health  information  network,  appoint  and 
work  with  a  Health  Care  Report  Card  Task  Force,  and  monitor  recent  health  care  reform 
initiatives.  However,  the  decision  by  the  Advisory  Council  to  tackle  health  care  cost 
containment  considerably  broadened  the  scope  of  its  efforts. 
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Not  unexpectedly,  the  process  held  some  frustrating  moments  for  Advisory  Council 
members  as  it  became  apparent  that  it  was  often  difficult  to  identify  problems,  or  their 
causes,  let  alone  propose  solutions.  However,  with  many  local  and  state  health  care 
experts,  a  skilled  facilitator,  and  hard  work  by  all  Advisory  Council  members,  consensus 
was  obtained  on  a  number  of  recommendations  to  the  1997  Legislature. 

The  Report  Card  Task  Force  and  the  Health  Information  Committee  were  also  given 
tasks  which  proved  formidable.    The  Advisory  Council  is  fortunate  to  have  been  served 
by  dedicated  individuals  willing  to  see  these  projects  through.  The  commitment  of  time 
and  energy,  and  the  ability  to  work  through  difficulties  and  disagreements,  resulted  in 
excellent  reports  from  both  committees  which  meet  the  goals  of  the  Advisory  Council 
and  the  directives  of  the  1995  Legislature. 

Members  of  the  Advisory  Council  strongly  believe  that  the  mix  of  legislative  expertise 
with  lay  and  interest  group  experience  on  the  Advisory  Council  has  resulted  in  a  positive 
combination  and  that  this  type  of  Council  should  continue  to  monitor  and  propose  health 
care  reform  efforts  in  the  State  of  Montana.  Therefore,  the  Advisory  Council 
unanimously  decided  to  recommend  that  the  Legislature  continue  the  Council  into  the 
future. 

The  Health  Care  Advisory  Council's  recommendations  were  influenced  by  the  presence 
of  sometimes  inflexible  federal  regulations,  a  short  time  period  to  evaluate  cost 
strategies,  lack  of  unanimous  consensus,  and  the  absence  of  crucial  information  and 
data  to  make  informed  decisions.  The  above  recommendations,  however,  represent  a 
variety  of  strategies  to  address  cost,  access,  and  quality  of  health  care  in  Montana  and 
are  supported  by  all  members  of  the  Advisory  Council. 
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2.1  INTRODUCTION 


Health  care  consumes  an  extraordinary  amount  of  state  resources.  The  estimated 
daily  cost  of  health  care  in  Montana  is  approximately  $7.5  million.  With  this 
knowledge  and  recognition  of  a  continuing  need  to  evaluate  and  analyze  Montana's 
health  care  system,  the  1995  Legislature  created  the  Montana  Health  Care  Advisory 
Council  through  House  Bill  511  (codified  as  50-4-104  et  seq;  see  Appendix  A). 
During  the  legislative  process,  it  had  been  determined  that  several  systematic  and  far 
reaching  proposals  enacted  by  the  1993  Legislature  to  institute  access  to  care  for  all 
of  its  residents  were  much  too  costly.   Rather,  with  passage  of  House  Bill  511  and 
several  incremental  health  reform  proposals,  the  1995  Legislature  opted  for  a 
different  approach  to  health  care  reform.   House  Bill  511  directed  the  new  Advisory 
Council  to  monitor  and  evaluate  the  impact  of  those  proposals  and  to  also  study 
methods  to  reduce  costs  in  health  care  service  and  delivery  systems. 

The  Advisory  Council  recognized  that  the  incremental  reforms  enacted  during  the 
1995  Legislature  require  more  time  to  effectively  measure  their  impacts.   For  the 
most  part,  these  initiatives  represent  new  activities  or  processes  which  must  be  in 
place  for  a  period  of  time  beyond  the  15  months  provided  in  House  Bill  511  for 
meaningful  evaluations  as  health  reform  strategies,  as  discussed  in  Appendix  G  of 
this  report.   Therefore,  the  Advisory  Council  primarily  focused  its  efforts  on: 

O  health  information  and  database  development; 

O  cost  containment; 

O  design  a  health  care  consumer  report  card;  and 

O  a  concise  legislative  report  with  health-related  information. 

Health  reform  continues  in  various  ways  throughout  the  country.   Most  states,  like 
Montana,  have  stepped  back  from  bold  approaches  to  more  incremental  and  market- 
based  designs  for  system  reforms.   However,  irrespective  of  the  pace  or  level  of 
various  reform  initiatives,  there  are  still  numerous  indications  that  complacency 
should  not  be  an  option  for  any  public  or  private  entity  affected  by  health  care  costs. 
In  fact,  since  the  mid  1980's,  state-initiated  health  reform  efforts  have  come  to  similar 
conclusions  regarding  health  care  issues: 
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O        health  care  costs  continue  to  increase  at  a  rate  considerably  higher  than 

inflation  for  non-health  care  services; 
O        a  considerable  segment  of  Montana's  population  is  uninsured  at  any 

given  time;  and, 
O        Improved  information  and  education  are  necessary  for  any  reform 

initiative  t:;  succeed. 

On  June  21,  1995,  the  Advisory  Council's  inaugural  meeting  was  held  in  conjunction 
with  the  last  meeting  of  the  Montana  Health  Care  Authority.   The  Advisory  Council 
was  briefed  on  previous  activities  of  the  Authority,  and  received  all  documents  and 
materials  the  Authority  compiled.  At  this  time,  the  Advisory  Council  selected  Cindy 
Lewis,  Helena,  as  Chair  and  Max  Agather,  Kalispell,  as  Vice-Chair.   The  other 
members  of  the  Advisory  Council  are:  Judy  Jacobson,  State  Senator,  Butte;  and 
Steve  Benedict,  State  Senator,  Hamilton;  Emily  Swanson,  State  Representative, 
Bozeman;  and  Duane  Grimes,  State  Representative,  Clancy;  Kathleen  Richardson, 
Havre;  Lawrence  Palazzo,  MD,  Glasgow;  Kent  Burgess,  Billings;  and  Peter  Blouke, 
Ph.D.,  Director,  Department  of  Public  Health  and  Human  Services,  Helena.   By 
statute,  the  four  legislators  were  appointed  by  legislative  leadership,  and  the  other  six 
were  appointed  by  the  Governor  to  represent  each  of  the  five  planning  regions  in  the 
state  and  one  representative  of  his  administration. 

Subsequently,  the  Advisory  Council  developed  its  mission  statement  and  goals: 

O        It  is  the  mission  of  the  Montana  Health  Care  Advisory  Council  to  continue 

incremental,  market-based  approaches  to  improving  Montana's  health  systems 
and  health-related  policies  in  order  to  improve  the  health  status  of  Montana's 
population. 

To  fulfil!  this  mission,  it  is  the  goal  of  the  Advisory  Council: 

O        to  design  and  develop  an  accurate  unified  health  care  information  database  to 
provide  essential,  timely,  and  Montana-specific  information  about  the  nature 
and  level  of  health  care  spending,  utilization,  and  quality  of  care  to  consumers, 
providers,  payers,  and  policy-makers; 

O        to  assess  obstacles  to  containing  health  care  costs  in  order  to  devise 
strategies  to  assist  in  health  care  cost  containment; 

O  when  a  sufficient  amount  of  time  has  passed,  to  monitor  and  evaluate  health 
reform  measures  enacted  during  the  1995  Legislature  in  order  to  gauge  their 
impacts  on  health  care  costs,  access,  or  quality;  and 

O        to  prepare  a  report  for  the  1997  Legislature. 
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2.2  HEALTH  INFORMATION  NETWORK 


Background 


Through  House  Bill  511,  the  1995  Montana  Legislature  directed  the  Department  of 
Public  Health  and  Human  Services  to  work  with  the  Montana  Health  Care  Advisory 
Council  to  design  and  develop  a  health  care  database  of  resource,  cost,  and  quality 
information  to  "increase  access  to  health  care  services,  promote  cost  containment, 
and  maintain  quality  of  care."  As  a  response,  a  Health  Information  Committee  was 
established  to  explore  database  considerations  and  make  recommendations.   Janice 
Conners,  Executive  Director  of  the  Montana-Wyoming  Foundation  for  Medical  Care, 
Helena,  agreed  to  chair  this  effort  because  of  her  experience  with  health  information 
and  network  design.   Committee  members  included  representatives  of  the  private 
sector  and  the  state  whose  organizations  and  agencies  maintain  health-related  data 
and  have  vested  interests  in  a  process  designed  to  share  data  (see  Appendix  B). 

During  legislative  discussions  on  House  Bill  511  in  1995,  legislative  intent  for  a 
database  design  included  improvement  of  existing  electronic  systems  with  health- 
related  information  by  strengthening  their  linkages  to  each  other.   Early  in  its  work, 
the  Health  Information  Committee  determined  that  the  creation  of  a  central  database 
would  be  cost-prohibitive  and  unnecessary,  agreeing  with  the  statute's  intent. 
Numerous  options  were  considered  to  achieve  the  goals  of  the  legislation.   Through 
extensive  research  and  discussions,  the  Committee  chose  a  system  which  would 
access  existing  databases  at  a  relatively  low  cost  and  utilize  the  data  to  respond  to 
inquiries  about  health  care  (see  Appendix  C). 

The  Montana  Health  Information  Network 

The  Health  Information  Committee  has  proposed  a  flexible,  low-cost  system  that 
would  be  operated  by  a  private,  non-profit  corporation,  the  Montana  Health 
Information  Network.   The  Network  consists  of  a  central  hub  having  access  to  the 
many  health  care  data  sources  through  voluntary  agreements.   Requests  for 
information  could  come  from: 

O  state  and  local  government  agencies; 

O  the  Montana  Legislature; 

O  businesses  and  health  care  purchasers; 

O  providers  of  health  care; 

O  consumers; 

O  insurers  and  managed  care  organizations;  and 

O  health  care  consultants. 
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These  requests  will  be  processed,  and  subsequent  reports  will  be  produced,  either  by 
the  Information  Network  or  with  the  assistance  of  a  contractor. 


Montana  Health  Information  Network 


] 


Vision:  Improved  health  status  for  all  Montanans 


Mission:  Responsible  and  accurate  coordination  and  reporting  of  healthcare  information/data 
Goals:  ^  Healthcare  cost  control 

*  Improved  quality  of  healthcare 

*  Increased  knowledge/awareness  of  public  regarding  healthcare  cost  and  quality 

*  Response  to  requests  for  healthcare  information 


Users: 

1 .  Consumers 

2.  Legislature 

3.  Government  Agencies 

4.  Providers 

5.  Purchasers 

6.  Insurance  Carriers 

7.  Other 


The  Board  of  Directors  would  be  responsible  for  properly  operating  the  Health 
Information  Network,  subject  to  the  specifications  of  the  Articles  of  Incorporation  and 
the  Bylaws.   The  Board  would  be  comprised  of  consumers,  providers,  payers, 
government  officials,  legislators,  and  representatives  of  other  health  care  groups. 

Services.  Functions  and  Uses  of  Data 

Design  of  the  Network  includes  flexibility  in  its  services  and  functions  so  that  it  can  be 
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comprehensive  and  responsive  to  clianges  in  how  health  information  is  obtained  and 
generated.   Initially,  the  Network  functions  would  include;  processing  and  analysis; 
information  clearinghouse;  health  status  reporting;  information  dissemination;  health 
policy  research;  and  special  projects.   Expected  Network  reports  include: 

O  identifying  health  status  trends; 

O  prioritizing  health  problems; 

O  documenting  patterns  of  health  care  expenditures; 

O  improving  quality  and  outcomes  of  health  care; 

O  assessing  access  to  care  and  use  of  services;  and 

O  assessing  impacts  of  health  care  legislation  and  other  reform  efforts. 

Confidentiality  and  Privacy  Issues 

Confidentiality  and  the  proprietary  nature  of  health  care  data  were  the  most  significant 
issues  dealt  with  by  the  Committee.  As  could  be  expected,  these  issues  dominated 
many  Commluee  discussions.  As  a  result,  the  Committee  concluded  that  the  Network 
will  uphold  and  protect  individuals'  right  to  privacy  and  will  not  share  or  release  any 
information  which  could  lead  to  identification  of  any  person.  The  proposed  technology 
will  include  an  integrated  system  of  safeguards  designed  to  protect  the  integrity  and 
privacy  of  existing  data  sources.  As  technological  sophistication  of  the  Network 
evolves,  encryption  capabilities  will  eventually  allow  sources  of  information  to  "de- 
identify"  information  for  the  Network  while  assuring  its  validity. 

The  Committee  and  the  Department  commissioned  a  private  attorney  to  evaluate 
Montana's  statutes  regarding  confidentiality.  The  legal  research  articulated  numerous 
statutory  provisions  regarding  confidentiality,  but  none  which  could  directly  apply  to  the 
proposed  Network  without  statutory  modification.  Therefore,  in  order  to  allow  the 
Network  to  function  as  a  system  to  improve  the  use  of  health-related  information,  and 
reaffirm  the  common  desire  to  protect  the  confidentiality  of  individuals,  the  attorney 
proposed  modification  of  the  current  statute  which  created  the  Health  Care  Advisory 
Council  and  the  directive  to  the  Department  to  design  and  develop  the  health  care 
database  (50-4-502  MCA). 

In  such  a  statutory  modification,  protection  of  confidentiality  could  be  reaffinned  through 
the  language  directing  the  design  and  development  of  the  Network  and  its  need  to 
operate  with  shared  health-related  information.  Further,  direct  cross  reference  to  the 
Montana  Uniform  Health  Information  Act  (50-15-504  MCA),  which  provides  the  basis  for 
the  disclosure  of  health  care  information,  should  be  constructed  so  as  to  apply  that  Act's 
protections  of  confidentiality  to  the  proposed  Network.  Therefore,  management  of 
health  information  in  a  Network  environment  would  be  required  to  observe  current 
statutory  protections  of  that  information.  This  provision  will  apply  to  all  instances  of  the 
Network  getting  or  retrieving  data,  storing  or  holding  data  while  in  the  process  of  using  it 
for  a  project  or  until  returning  it  to  its  source,  and  releasing  the  information  in  a  study  or 
report  format. 
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To  further  guarantee  the  privacy  of  the  individual  and  of  other  entities  that  provide  data 
to  the  Network,  the  Committee  proposes  that  language  be  adopted  as  follows:  "the 
Montana  Health  Information  Network  cannot  release  health  care  data  or  information 
specific  to  an  individual  or  entity  if  that  data  explicitly  or  implicitly  identifies  that  individual 
or  entity  without  the  ex,:  c  ss  written  permission  of  the  individual  or  entity.  An  entity 
could  be  a  physician,  hospital,  insurance  provider  or  any  other  provider  of  health  care 
data."  Accordingly,  this  language  would  be  codified  specifically  within  50-4-502  MCA. 

By  virtue  of  the  proposed  Network  design,  other  protections  of  confidentiality  would  be 
required  outside  of  Montana  law.  Written  data  sharing  agreements  between  the 
Network  and  information  source(s)  would  include  language  which  binds  participants  to 
observe  protection  of  confidential  information.  As  is  the  case  now,  sources  of  health- 
related  information  could  not  release  information  to  a  Network  structure  unless  those 
sources  are  already  in  compliance  with  laws  and  regulations  governing  the  release  of 
that  information.  Similarly,  those  sources  must  be  reassured  that  such  release  will  not 
violate  confidentiality  protections  once  the  information  is  in  an  environment  which  relies 
on  shared  information.  As  an  additional  protection,  current  law  requires  that  the 
Department  promulgate  confidentiality  provisions  in  the  Administrative  Rules  of 
Montana  specific  to  the  design  and  development  of  the  database. 

Funding  Strategies 

Funding  for  the  development  and  operation  of  the  Network  would  include  startup 
funding  from  a  combination  of  State  and  private  sources  in  the  form  of  monetary 
and/or  in-kind  contributions,  and  a  request  for  approximately  $440,000  spending 
authority  for  the  1999  biennium,  half  from  the  General  Fund  and  half  from  Federal 
matching  funds.  A  long-term  funding  plan  includes  the  development  of  grant  and 
contract  proposals  with  the  express  purpose  of  allowing  the  Montana  Health 
Information  Network  to  help  offset  its  operational  costs. 

Conclusion 

The  1995  Legislature  believed  that  keys  to  improving  Montana's  health  care  include 
accessibility,  coordination,  and  distribution  of  current  health  information.  The  Health 
Information  Committee,  consisting  of  individuals  with  extensive  experience  and 
expertise  related  to  health  information  issues,  also  strongly  supports  the  concept  of  a 
statewide  organization  to  access,  coordinate,  disseminate,  and  report  on  health  care 
data  and  information.  The  Committee  believes  a  public/private  data  network, 
accessing  data  through  voluntary  agreements  with  data  holders  and  maintaining 
strong  confidentiality  and  privacy  regulations,  is  the  most  cost  effective  and  flexible 
system  possible  for  the  State  of  Montana.  The  Montana  Health  Information  Network 
could  achieve  these  goals  while  promoting  containment  of  costs  and  assisting  policy- 
makers in  making  informed  health  care  decisions. 
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2.3  HEALTH  CARE  COST  CONTAINMENT 


Background 

Early  in  its  process,  the  Advisory  Council  took  on  the  ambitious  task  of  investigating 
and  developing  strategies  which  could  help  contain  health  care  costs.   Considerable 
discussion  was  devoted  to  understanding  factors  which  impact  the  cost  of  health 
care,  and  where  the  Advisory  Council's  limited  resources  would  be  of  best  use. 
Through  many  discussions,  the  following  schematic  was  developed  to  help  illustrate 
that  there  are  numerous  factors  which  influence  the  costs  of  health  care.   The  figure 
also  portrays  the  disproportionate  obligations  among  those  who  pay  for  services. 


HEALTH  CARE  EXPENDITURES  - 
PRICE  X  QUANTITY  CONSUMED  X  INTENSITY  OF  SERVICE 


GOVERNMENT 
PROGRAMS 

-MEDICAID 
-MEDICARE 
-WORKERS  COMf 
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Advisory  Council  Decisions 

With  the  assistance  of  health  care  delivery,  finance,  and  consumer  expertise,  the 
Advisory  Council  developed  a  lengthy  list  of  cost  containment  strategies  in  the 
general  areas  of: 

O  prevention  and  education; 

O  health  care  regulations; 

O  insurance; 

O  managed  care; 

O  long  term  care;  and 

O  Certificate  of  Need. 


The  Advisory  Council  took  testimony  and  considered  issues  within  each  topic  area. 
From  the  numerous  recommendations,  the  Council  prioritized  and  developed  final 
consensus  on  a  smaller  list  of  recommendations  to  state  agencies  and  to  the  1997 
Montana  Legislature  (see  Appendix  D).   While  the  numerous  proposals  had  merit  as 
cost  containment  strategies,  the  list  was  pared  to  the  following: 


Legislation: 

♦ 
♦ 


Support: 

♦ 
♦ 
♦ 

♦ 
♦ 
♦ 
♦ 
♦ 
♦ 
♦ 
♦ 
♦ 


to  ban  the  sales  of  tobacco  products  in  vending  machines  in  Montana; 

to  review  elimination  of  some  services  from  the  Certificate  of  Need 

process; 

propose  elimination  of  some  services  from  the  Certificate  of  Need 

process; 

request  a  state  legislative  resolution  to  Congress  to  allow  greater 

flexibility  at  the  state  level  in  the  enforcement  of  federal  Medicaid  and 

Medicare  certification  regulations;  and 

to  continue  the  Health  Care  Advisory  Council. 


implementation  of  the  Public  Health  Improvement  Plan; 

an  effort  by  state  agencies  to  improve  regulatory  functions; 

DPHHS  efforts  to  pursue  quality  community-based  managed  care 

options  appropriate  for  emotionally  disturbed  youth; 

DPHHS  study  the  potential  for  managed  care  for  long  term  care; 

statewide  injury  prevention  and  control  programs; 

continuing  efforts  of  early  breast  cancer  detection  programs; 

teen  pregnancy  prevention  as  a  state  priority; 

adequate  funding  for  immunization  programs; 

Healthy  Communities  initiatives; 

the  continuation  of  the  Caring  Program  for  Children; 

recommendations  of  the  Long  Term  Care  Reform  Advisory  Council;  and 

review  the  property  cost  component  for  Medicaid  reimbursement. 
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The  Health  Care  Advisory  Councirs  recommendations  were  influenced  by  the 
presence  of  sometimes  inflexible  federal  regulations,  a  short  time  period  to  evaluate 
cost  strategies,  lack  of  unanimous  consensus,  and  absence  of  crucial  and  reliable 
information  and  data  upon  which  to  make  informed  decisions.   The  above 
recommendations,  however,  represent  a  variety  of  strategies  with  which  to  begin 
additional  efforts  to  contain  health  care  costs  in  Montana  and  are  supported  by  all 
members  of  the  Advisory  Council. 


2.4  CONSUMER  REPORT  CARD 


Background 


House  Bill  531,  which  also  passed  in  the  1995  Legislature,  directed  the  Health  Care 
Advisory  Council  to  appoint  a  Consumer  Report  Card  Task  Force.   The  appointments 
were  completed  in  September  1995.  The  Task  Force  was  asked  to  design  a  report 
card  to  help  consumers  take  more  responsibility  for  making  informed  decisions  about 
their  use  of  health  care  services.  Task  Force  members  included  consumers, 
legislators,  and  representatives  from  employer  groups,  health  insurers,  and  health 
care  providers  (see  Appendix  E).   Senator  Mike  Foster,  Townsend,  was  elected  Chair 
and  Nancy  Ellery,  Administrator,  Health  Policy  and  Services  Division,  Department  of 
Public  Health  and  Human  Services,  was  elected  Vice-Chair  of  the  Task  Force. 

Requirements  of  House  Bill  531 

House  Bill  531  required  that  the  health  care  consumer  report  card  designed  by  the 
Task  Force  include  the  following: 

O        uniform  data,  including  charges,  that  will  enable  consumers  to  evaluate 

the  cost  of  medical  procedures; 
O        data  about  insurance  plans,  such  as  benefits  and  cost  savings; 
O        additional  information  that  may  assist  consumers  in  making  informed 

choices  about  their  medical  care;  and 

The  bill  also  directed  that  the  report  card  contain  applicable  information  generated 
from  the  proposed  health  information  network. 
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Task  Force  Decisions 

The  Report  Card  Task  Force  met  six  times  between  October  1995  and  June  1996. 
The  focus  of  the  Task  Force  deliberations  was  to  design  a  report  card  that  would 
provide  simple,  succinct,  clear,  and  easily  understandable  ir  ormation  to  enhance 
consumer  decision-ma'cng.   Members  also  felt  the  format  should  help  consumers  ask 
questions,  encourage  an  exchange  of  information  between  consumer  and  providers, 
and  use  health-related  data  from  existing  sources.   Within  these  parameters,  the 
Task  Force  decided  to: 

O        change  the  name  from  "report  card"  to  "Health  Care  Information  Report"; 

O        limit  the  length  of  ths  report  to  one  8  V2"  by  11"  sheet,  front  and  back; 

O        limit  each  Report  to  a  specific  p''ocedure  c;  treatment,  using  total  hip 
replacement  as  the  first  model  Report; 

O        include  specific  sections  in  each  Report  for:  1)  general  and  specific 
questions  to  ask  providers  and  payers;  2)  basic  information  about  the 
procedure  or  treatment;  and,  3)  charge  information; 

O        use  statewide  median  charge  information  from  providers; 

O        base  charge  information  on  universal  diagnostic  coding; 

O        update  each  Report  at  least  annually; 

O        recommend  that  four  new  Health  Care  Information  Reports  be 

developed  each  year  using  lists  of  top  treatments  and  procedures 
(although  the  Health  Care  Advisory  Council  modified  this 
recommendation  to  first  conduct  a  pilot  project  with  a  model  Report  and 
subsequently  measure  its  effectiveness); 

O        recommend  that  the  development  of  future  Reports  be  overseen  by  the 
proposed  Health  Information  Network  or  the  Department  of  Public  Health 
and  Human  Services  through  private  sector  contracts  should  the 
Network  proposal  not  be  adopted;  and 

O        propose  that  funding  the  publication  of  the  Reports  be  a  public-private 
cooperative  effort  and  that  distribution  be  accomplished  through  provider 
offices  and  normal  mailings  of  consumer  groups,  payers,  and  providers. 

Other  Task  Force  Recommendations 

House  Bill  531  directed  the  Task  Force  to  include  information  on  health  insurance 
plans  in  the  report  card  design.   During  the  Legislature,  House  Bill  533  was  also 
passed  which  required  that  health  insurers  and  health  maintenance  organizations 
disclose  health  insurance  benefit  plan  or  service  costs  directly  to  consumers. 
Therefore,  the  Task  Force  agreed  that  it  did  not  make  sense  to  report  insurance  plan 
costs  in  the  report  card  format  as  long  as  the  industry  had  to  report  the  same 
information  directly  to  consumers. 
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House  Bill  531  also  required  the  Health  Care  Advisory  Council  to  propose  standards 
for  data  uniformity  to  guide  the  Report  Card  Task  Force  in  its  work.   However, 
members  of  the  Task  Force  concluded  that  since  this  was  a  rather  large,  time- 
consuming  issue,  the  Advisory  Council  should  convene  another  group  to  address 
data  uniformity  separately.   This  option  would  provide  a  focused  effort  at  standards 
development  for  data  uniformity  and  could  conceivably  be  integrated  into  the  structure 
of  the  proposed  Health  Information  Network. 

Conclusion 

The  development  of  the  format  for  the  new  Health  Care  Information  Report  was  a 
complicated  and  difficult  task.   The  Task  Force  concluded  that  the  desires  and 
expectations  of  the  newly  enlightened  health  care  consumers  for  exact  fee 
statements,  quality  and  outcome  measures,  and  simplification  of  specific  provider 
information  would  result  in  extremely  lengthy  and  complex  explanations  and 
potentially  misleading  consumer  guidance.   Rather,  the  Health  Care  Information 
Report  provides  statewide  median  charges  of  various  services  associated  with  a 
particular  procedure.   The  result  of  the  Task  Force  discussions  and  deliberations  is 
an  informative  and  accurate  document  that  for  the  first  time  combines  health 
information,  recommendations  for  communicating  with  providers  and  payers,  and  fee 
information  in  one  short  report  for  the  health  consumers  of  the  State  of  Montana  (see 
Appendix  F). 


< 


2.5  INCREMENTAL  HEALTH  CARE  REFORM  INITIATIVES 


Background 

The  series  of  incremental  health  reform  proposals  enacted  by  the  1995  Legislature 
were  designed  to  achieve  reforms  at  a  pragmatic  pace.   House  Bill  51 1  directed  the 
Health  Care  Advisory  Council  to  examine  these  initiatives,  report  on  their 
effectiveness,  and  suggest  modifications  or  additional  strategies.   Those  proposals 
included  as  incremental  market-based  reforms  related  to: 

O        the  Small  Employer  Health  Insurance  Availability  Act; 
O        implementation  of  Medicaid  managed  care; 
O        medical  malpractice  and  tort  reform; 

O        health  facility  and  physician  antitrust  sanctioning  and  mergers  through 
state  certification; 
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O  health  care  insurance  purchasing  pools; 

O  the  Certificate  of  Need  process; 

O  medical  savings  accounts;  and 

O  tax  deductibility  for  out-of-pocket  health  insurance  premium  costs. 

The  Advisory  Council  concluded  early  in  its  process  thpt  it  would  be  unwise  to 
attempt  evaluations  of  any  of  these  reform  initiatives  without  first  allowing  each  of 
them  to  be  in  place  for  a  period  of  time  greater  than  tne  15  months  allowed  for  the 
Advisory  Council  to  complete  this  Report.   Therefore,  with  a  brief  history  and  current 
status  report  for  each  of  these  initiatives  (see  Appendix  G),  the  Advisory  Council  has 
identified  the  following  steps  to  set  up  an  evaluation  system  ^or  meaningful  and 
accurate  assessment  of  impacts  en  health  care  costs,  access,  or  quality: 


O        identify  specific  purposes  and  expected  outcomes  of  an  evaluation 

process; 
O        identify  necessary  information  sources; 
O        enter  into  cooperative  agreements  with  information  sources,  preferably 

through  a  process  facilitated  in  a  proposed  Health  Information  Network; 
O        identify  the  data  elements  necessary  for  evaluation: 
O        identify  a  time  period  necessary  to  elapse  in  order  for  an  evaluation  to 

be  meaningful;  and 
O        implement  these  processes  consistently  and  permanently,  preferably 

through  an  arrangement  facilitated  by  the  creation  of  the  Health 

Information  Network. 
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2.6  HEALTH  CARE  BROCHURE  FOR  LEGISLATORS 


The  need  for  reliable  and  accurate  information  is  critical  for  decision-making  in  public 
policy.   The  Advisory  Council  felt  part  of  its  task  in  making  recommendations  to  the 
1997  Legislature  was  to  provide  basic  health  care  information  to  Montana  policy- 
makers.   Unfortunately,  while  some  health  care  data  is  not  available  in  the  state, 
other  data  is  complex,  confusing,  and  not  always  coordinated  with  similar  sources. 

Following  the  suggestion  of  Rep.  John  Mercer,  House  Speaker,  a  simple  brochure 
was  developed  for  Montana  legislators.   The  brochure  uses  available  information  on 
health  care  costs,  health  care  status,  provider  trends,  Medicaid  expenditures,  and 
previous  Montana  health  care  legislation.   The  information  could  be  useful  for 
legislators  in  deliberating  policy  decisions  and  in  helping  constituents  understand 
health  care  in  their  districts  and  the  state.   The  brochure  will  be  made  available  to 
legislators  independent  of  this  report. 
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The  Advisory  Council  brought  members  of  the  public  from  various  areas  of  health 
care  together  with  legislators  to  continue  efforts  to  confront  costs  of  health  care. 
While  the  Advisory  Council  was  directed  to  participate  in  the  design  of  a  health 
information  network,  oversee  design  of  a  Health  Care  Report  Card,  and  monitor 
health  care  reform  initiatives,  the  decision  by  the  Advisory  Council  to  tackle  health 
care  cost  containment  considerably  broadened  the  scope  of  its  efforts. 

The  Council  felt  strongly  that  the  mix  of  legislative  expertise  with  lay  and  interest 
group  experience  on  the  Council  has  been  a  very  positive  combination  and  that  the 
Council  should  continue  to  monitor  and  propose  health  care  reform  efforts  in 
Montana.  Therefore,  through  this  report,  the  Advisory  Council  unanimously 
recommends  that  the  Legislature  extend  the  sunset  provision  of  the  Health  Care 
Advisory  Council  and  reaffirm  its  ability  to  facilitate  public  discourse  and  continuity 
regarding  health  care  reform  issues. 
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APPENDIX  A: 
THE  MONTANA  HEALTH  CARE  ADVISORY  COUNCIL  ACT 

50-4-103.  (Temporary)  Purpose.  (1)  The  legislature  and  the  public  have 
recognized  the  continued  need  for  evaluation  and  analysis  of  Montana's  health  care 
system.  The  legislature  and  the  public  support  an  incremental  private-sector  approach 
to  health  care  reform  with  an  emphasis  on  affordability  and  on  access  to  health  care. 
The  health  care  advisory  council  is  created  to  continue  the  public-private  partnership 
in  order  to  develop  Initiatives  regarding  health  care  reform  to  be  presented  to  the 
1997  legislature. 

(2)  The  health  care  advisory  council  shall  monitor  and  evaluate 
Implementation  of  recent  health  care  reform  Initiatives,  including  small  group 
insurance  reform,  the  development  of  Medicaid  managed  care,  tort  reform,  changes 
to  the  antitrust  statutes,  voluntary  purchasing  pools,  and  the  efficiency  of  the 
certificate  of  need  process.  The  health  care  advisory  council  shall  provide  reports  on 
the  progress  of  these  reforms  to  the  general  public  and  to  the  legislature.  (Terminates 
June  30,  1997~sec.  25,  Ch.  378,  L.  1995.) 

History;  En.  Sec.  1,  Ch.  378,  L  1995. 
Compiler's  Comments: 

Effective  Date  ~  Termination:  Section  24(1),  Ch.  378,  L.  1995,  provided  that 
this  section  is  effective  on  passage  and  approval  (approved  April  12,  1995),  and  sec. 
25,  Ch.  378,  L.  1995,  provided  that  this  section  terminates  June  30,  1997. 

50-4-104.   State  health  care  policy.  (1)  It  is  the  policy  of  the  state  of  Montana 
to  continue  to  investigate  and  develop  strategies  that  result  in  all  residents  having 
access  to  quality  health  services  at  costs  that  are  affordable. 

(2)   It  is  further  the  policy  of  the  state  of  Montana  that: 

(a)  Montana's  health  care  system  should  ensure  that  care  is  delivered  in  the 
most  effective  and  efficient  manner  possible; 

(b)  health  promotion,  preventative  health  services,  and  public  health  services 
should  play  a  central  role  in  the  system; 

(c)  the  patient-provider  relationship  should  be  a  fundamental  component  of 
Montana's  health  care  system; 

(d)  individuals  should  be  encouraged  to  play  a  significant  role  in  determining 
their  health  and  appropriate  use  of  the  health  care  system; 

(e)  accurate  and  timely  health  care  information  should  play  a  significant  role  in 
determining  the  individual's  health  and  appropriate  use  of  the  health  care  system; 

(f)  whenever  possible,  market-based  approaches  should  be  relied  on  to 
contain  the  growth  in  health  care  spending  while  attempting  to  achieve  expanded 
access,  cost  containment,  and  improved  quality;  and 

(g)  the  process  of  health  care  reform  in  Montana  should  be  carried  out 
gradually  and  sequentially  to  ensure  that  any  undesirable  impacts  of  the  state's 
reform  policies  on  other  aspects  of  the  state's  economy,  particularly  on  small 
businesses,  are  minimized. 
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(3)  The  legislature  recognizes  the  need  to  increase  the  emphasis  on  the 
education  of  consumers  of  health  care  services.  Consumers  should  be  educated 
concerning  the  health  care  system,  payment  for  services,  ultimate  costs  of  health 
care  services,  and  the  benefit  to  consumers  generally  of  providing  only  those  services 
to  the  consumer  that  are  reasonable  and  necessary. 

(4)  Sections  50-4-103,  50-4-104,  50-4-203  through  50-4-206,  and  50-4-403 
may  not  be  interpreted  to  prevent  Montana  residents  from  F3eking  health  care 
services  not  otherwise  recommended  or  provided  for  as  a  result  of  the  provisions  of 
50-4-103,  50-4-104,  50-4-203  through  50-4-206,  and  50-4-403.  (Subsection  (4) 
terminates  June  30,  1997~sec.  25,  Ch.  378,  L.  19S5.; 

History:  En.  Sec.  2,  Ch.  378,  L.  1995. 
Compiler's  Comments: 

Effective  Date  ~  Termination:     Section  24(1),  Ch.  378,  L.  1995,  provided  that 
this  section  is  effective  on  passage  and  approval  (appnved  April  12,  1995),  and  sec. 
25,  Ch.  378,  L.  1995,  provide':!  that  subsection  (4j  of  th!.'  oection  terminates  June  30, 
1997. 

50-4-203.   (Temporary)  Health  care  advisory  council.  (1)  There  is  a  health 
care  advisory  council. 

(2)  The  health  care  advisory  council  is  composed  of  10  members.  The 
members  must  be  selected  by  May  1,  1995. 

(a)  There  are  four  legislative  members.  Two  members  must  be  selected  by 
the  president  of  the  senate  from  a  pool  of  applicants  from  the  senate,  one 
representing  each  party.  Two  members  must  be  selected  by  the  speaker  of  the  house 
from  a  pool  of  applicants  from  the  house  of  representatives,  one  representing  each 
party. 

(b)  There  are  five  members,  each  representing  a  health  care  planning  region 
as  provided  in  50-4-403,  selected  by  the  governor  from  a  pool  of  applicants. 

(c)  There  is  one  member  representing  the  executive  branch  of  government, 
appointed  by  the  governor. 

(3)  Legislators  and  members  who  represent  health  care  planning  regions  and 
who  want  to  serve  on  the  health  care  advisory  council  shall  apply  to  the  president  of 
the  senate,  speaker  of  the  house,  or  governor,  respectively,  for  a  position  on  the 
council.  The  application  must  include: 

(a)  a  statement  of  the  reason  that  the  person  wishes  to  serve  on  the  council; 

(b)  the  experience  that  qualifies  the  person  to  serve;  and 

(c)  a  statement  of  the  person's  willingness  to  commit  the  substantial  time 
required  to  serve  on  the  council. 

(4)  The  members  of  the  health  care  advisory  council  shall  elect  a  presiding 
officer  from  among  the  members. 

(5)  A  vacancy  on  the  health  care  advisory  council  must  be  filled  in  the  same 
manner  as  the  original  appointment.  (Terminates  June  30,  1997~sec.  25,  Ch.  378,  L. 
1995.) 

History:  En.  Sec.  3,  Ch.  378,  L.  1995. 
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Compiler's  Comments: 

Transition  From  Montana  Health  Care  Authority  Study:     Section  8,  Ch.  378,  L. 
1995,  provided:  "(1)  The  members  of  the  health  care  advisory  council  and  the 
members  of  the  Montana  health  care  authority  shall  hold  one  meeting  before  June 
30,  1995.  The  meeting  must  be  staffed  by  the  Montana  health  care  authority  and  the 
department  of  social  and  rehabilitation  services. 

(2)  On  or  before  June  30,  1995,  the  documents  and  materials  compiled  by  the 
Montana  health  care  authority  must  be  transferred  to  the  health  care  advisory 
council." 

Coordination  Instruction:     Section  23,  Ch.  378,  L.  1995,  provided:  "If  Senate 
Bill  No.  345  is  passed  and  approved,  then  the  department  of  public  health  and  human 
services  shall  provide  staff  support  to  the  health  care  advisory  council  and  the  council 
must  be  administratively  attached  to  the  department  of  public  health  and  human 
services  as  provided  in  2-15-121."  Senate  Bill  No.  345  was  passed  and  approved  as 
Ch.  546,  L.  1995. 

Effective  Date  ~  Termination:     Section  24(1),  Ch.  378,  L.  1995,  provided  that 
this  section  is  effective  on  passage  and  approval  (approved  April  12,  1995),  and  sec. 
25,  Ch.  378,  L  1995,  provided  that  this  section  terminates  June  30,  1997. 
50-4-204.   (Temporary)  Meetings. 

50-4-204.   (Temporary)  Meetings.  (1)  The  health  care  advisory  council  may 
meet  up  to  10  times  over  the  biennium. 

(2)  The  council  shall  adopt  rules  of  procedure  for  the  conduct  of  the  meetings. 
(Terminates  June  30,  1997~sec.  25,  Ch.  378,  L.  1995.) 
History:  En.  Sec.  4,  Ch.  378,  L.  1995. 
Compiler's  Comments: 

Effective  Date  ~  Termination:     Section  24(1),  Ch.  378,  L.  1995,  provided  that 
this  section  is  effective  on  passage  and  approval  (approved  April  12,  1995),  and  sec. 
25,  Ch.  378,  L.  1995,  provided  that  this  section  terminates  June  30,  1997. 
50-4-205.   (Temporary)  Reimbursement  of  expenses  ~  compensation. 

50-4-205.   (Temporary)  Reimbursement  of  expenses  ~  compensation.  (1) 
A  member  of  the  health  care  advisory  council  who  is  appointed  by  the  governor  is 
entitled  to  reimbursement  for  expenses  as  provided  in  2-18-501  through  2-18-503. 

(2)  A  legislative  member  is  entitled  to  compensation  and  expenses  as 
provided  in  5-2-302.  (Terminates  June  30,  1997~sec.  25,  Ch.  378,  L.  1995.) 
History:  En.  Sec.  5,  Ch.  378,  L.  1995. 
Compiler's  Comments: 

Effective  Date  ~  Termination:  Section  24(1),  Ch.  378,  L.  1995,  provided  that 
this  section  is  effective  on  passage  and  approval  (approved  April  12,  1995),  and  sec. 
25,  Ch.  378,  L.  1995,  provided  that  this  section  terminates  June  30,  1997. 

50-4-206.   (Temporary)  Powers  and  duties  -  report  -  staff  support.  (1)  The 
health  care  advisory  council  shall  study  the  considerations  outlined  in  50-4-103  and 
shall  continue  the  study  of  solutions  to  the  health  care  crisis  and  study  methods  of 
cost  reduction  in  health  care  services  and  health  care  delivery  systems. 

(2)  The  health  care  advisory  council  shall  report  its  findings  to  the  governor 
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and  the  legislature  by  October  1,  1996. 

(3)  The  health  care  advisory  council  is  the  repository  of  all  documents  and 
materials  of  the  Montana  health  care  authority. 

(4)  The  department  of  public  health  and  human  services  shall  provide  staff 
support  to  the  health  care  advisory  council. 

(5)  The  health  care  advisory  council  is  attached  to  the  department  of  public 
health  and  human  services  for  administrative  purposes  only  rs  provided  in  2-15-121. 

(6)  The  department  of  public  health  and  human  serv.oes,  the  commissioner  of 
insurance,  and  the  attorney  general  shall  provide  infornriation  to  the  health  care 
advisory  council  as  necessary.  (Terminates  June  30,  ''997~sec.  25,  Ch.  378,  L. 
1995.) 

History:  En.  Sec.  6,  Ch.  378,  L.  1995. 
Compiler's  Comments: 

Effective  Date  ~  Termination:  Section  24(1),  Ch.  378,  L.  1995,  provided  that 
this  section  is  effective  on  passaqe  and  approval  (approved  April  12,  1995),  and  sec. 
25,  Ch.  378,  L.  1995,  provided  that  this  section  terminates  June  30,  1997. 

Pursuant  to  sec.  3,  Ch.  546,  L.  1995,  the  Code  Commissioner  substituted 
Department  of  Public  Health  and  Human  Services  for  Department  of  Health  and 
Environmental  Sciences. 

50-4-312.   Consumer  report  cards.  (1)  The  Montana  health  care  advisory 
council  shall  appoint  a  task  force  of  consumers,  employers,  health  insurers,  hospitals, 
health  care  providers,  and  legislators  to  design  a  consumer  report  card  that  will 
enhance  consumer  responsibility  in  the  use  of  health  care  services. 

(2)  The  Montana  health  care  advisory  council  shall,  by  October  1,  1996, 
submit  the  task  force's  proposal  to  the  legislature  containing  the  information  needed 
to  prepare  the  consumer  report  card.  The  information  must  include: 

(a)  uniform  data,  including  charges,  that  will  enable  consumers  to  evaluate  the 
cost  of  medical  procedures; 

(b)  data  about  insurance  plans,  such  as  benefit  and  cost  provisions; 

(c)  additional  information  that  may  assist  consumers  in  making  informed 
choices  about  their  medical  care;  and 

(d)  any  further  applicable  information  generated  as  a  result  of  efforts 
undertaken  pursuant  to  50-4-502. 

(3)  The  Montana  health  care  advisory  council  shall  also  develop  standards  for 
uniform  data  to  be  provided  by  health  insurers,  hospitals,  and  health  care  providers 
and  shall  take  into  account  the  feasibility  and  cost-effectiveness  of  the  standards. 

(4)  To  the  extent  possible,  data  collected  for  the  consumer  report  card  must 
be  provided  by  data  sources  that  currently  exist. 

History:  En.  Sec.  1,  Ch.  349,  L.  1995;  amd.  sec.  3,  Ch.  349,  L.  1995. 
Compiler's  Comments: 

Coordination  Instruction:     Section  3,  Ch.  349,  L.  1995,  provided:  "(1)  If  House 
Bill  No.  511  is  passed  and  approved,  [section  1(1)]  [50-4-312(1)]  must  read  as 
follows: 

"(1)  The  Montana  health  care  advisory  council  shall  appoint  a  task  force  of 
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consumers,  employers,  health  insurers,  hospitals,  health  care  providers,  and 
legislators  to  design  a  consumer  report  card  that  will  enhance  consumer  responsibility 
in  the  use  of  health  care  services." 

(2)  If  House  Bill  No.  51 1  is  passed  and  approved,  the  first  sentence  of  [section 
1(2)]  [50-4-312(2)]  must  read  as  follows: 

"(2)  The  Montana  health  care  advisory  council  shall,  by  October  1,  1996, 
submit  the  task  force's  proposal  to  the  legislature  containing  the  information  needed 
to  prepare  the  consumer  report  card." 

(3)  If  House  Bill  No.  511  is  passed  and  approved,  [section  1(3)]  [50-4-312(3)] 
must  read  as  follows: 

"(3)  The  Montana  health  care  advisory  council  shall  also  develop  standards  for 
uniform  data  to  be  provided  by  health  insurers,  hospitals,  and  health  care  providers 
and  shall  take  into  account  the  feasibility  and  cost-effectiveness  of  the  standards." 

House  Bill  No.  511  (Ch.  378,  L.  1995)  was  approved  April  12,  1995;  therefore, 
the  appropriate  textual  changes  in  subsections  (1)  through  (3)  of  50-4-312  have  been 
made  as  directed  in  the  coordination  instruction  in  Ch.  349,  L.  1995. 
Cross  References: 

Health  utilization  review,  Title  33,  ch.  32. 

50-4-403.   (Temporary)  Health  care  planning  regions.  For  the  purpose  of 
determining  members  of  the  health  care  advisory  council,  there  are  five  health  care 
planning  regions  that  consist  of  the  following  counties: 

(1)  region  I:  Sheridan,  Daniels,  Valley,  Roosevelt,  Richland,  McCone,  Garfield, 
Dawson,  Prairie,  Wibaux,  Fallon,  Custer,  Rosebud,  Treasure,  Powder  River,  and 
Carter; 

(2)  region  II:  Blaine,  Hill,  Liberty,  Toole,  Glacier,  Phillips,  Pondera,  Teton, 
Chouteau,  and  Cascade; 

(3)  region  III:  Judith  Basin,  Fergus,  Petroleum,  Musselshell,  Golden  Valley, 
Wheatland,  Sweet  Grass,  Stillwater,  Yellowstone,  Carbon,  and  Big  Horn; 

(4)  region  IV:  Lewis  and  Clark,  Powell,  Granite,  Deer  Lodge,  Silver  Bow, 
Jefferson,  Broadwater,  Meagher,  Park,  Gallatin,  Madison,  and  Beaverhead; 

(5)  region  V:  Lincoln,  Flathead,  Sanders,  Lake,  Mineral,  Missoula,  and  Ravalli. 
(Terminates  June  30,  1997~sec.  25,  Ch.  378,  L.  1995.) 

History:  En.  Sec.  7,  Ch.  378,  L  1995. 
Compiler's  Comments: 

Effective  Date  ~  Termination:     Section  24(1),  Ch.  378,  L.  1995,  provided  that 
this  section  is  effective  on  passage  and  approval  (approved  April  12,  1995),  and  sec. 
25,  Ch.  378,  L.  1995,  provided  that  this  section  terminates  June  30,  1997. 
Part  5.   Health  Care  Billing,  Data,  and  Cost  Management  Plans 

50-4-502.   Health  care  data  base  ~  information  submitted.  (1)  The 
department,  with  advice  from  the  health  care  advisory  council,  shall  design  and 
develop  a  health  care  data  base  that  includes  data  on  health  care  resources  and  the 
cost  and  quality  of  health  care  services.  The  purpose  of  the  data  base  is  to  assist  in 
developing  and  monitoring  the  progress  of  incremental  health  care  reform  measures 
that  increase  access  to  health  care  services,  promote  cost  containment,  and  maintain 
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quality  of  care. 

(2)  The  department  shall  work  in  conjunction  with  health  care  providers,  health 
insurers,  health  care  facilities,  private  entities,  and  entities  of  state  and  local 
governments  to  determine  the  information  necessary  to  fulfill  the  purposes  of  the  data 
base  provided  in  subsection  (1). 

(3)  The  department  shall  adopt  by  rule  a  confidentiality  code  to  ensure  that 
information  in  the  data  base  is  maintained  and  used  according  to  state  law  governing 
confidential  health  care  information. 

(4)  The  department  shall  make  recommendations  to  the  legislature  by  October 
1,  1996,  on  the  actions  needed  to  establish  the  data  base,  including  an  estimate  of 
the  fiscal  impact  on  state  and  local  government,  health  care  providers,  health 
insurers,  health  care  facilities,  and  private  entities. 

History:  En.  Sec.  19,  Ch.  606,  L.  1993;  amd.  Sec.  10,  Ch.  378,  L  1995. 
Compiler's  Comments: 

1995  Amendment:     Chapter  378  substituted  (1)  concerning  the  Department, 
with  advice  from  the  Health  Care  Advisory  Council,  designing  and  developing  a  health 
care  data  base  for  'The  authority  shall  develop  and  maintain  a  unified  health  care 
data  base  that  enables  the  authority,  on  a  statewide  basis,  to: 

(a)  determine  the  distribution  and  capacity  of  health  care  resources,  including 
health  care  facilities,  providers,  and  health  care  services; 

(b)  identify  health  care  needs  and  direct  statewide  and  regional  health  care 
policy  to  ensure  high  quality  and  cost-  effective  health  care; 

(c)  conduct  evaluations  of  health  care  procedures  and  health  care  protocols; 

(d)  compare  costs  of  commonly  performed  health  care  procedures  between 
providers  and  health  care  facilities  within  a  region  and  make  the  data  readily  available 
to  the  public;  and 

(e)  compare  costs  of  various  health  care  procedures  in  one  location  of 
providers  and  health  care  facilities  with  the  costs  of  the  same  procedures  in  other 
locations  of  providers  and  health  care  facilities";  in  (2),  at  beginning,  substituted  'The 
department  shall  work  in  conjunction  with  health  care  providers"  for  'The  authority 
shall  by  rule  require  health  care  providers"  and  after  "governments"  substituted 
"determine  the  information"  for  "file  with  the  authority  the  reports,  data,  schedules, 
statistics,  and  other  information  determined  by  the  authority  to  be"  and  deleted 
second  sentence  that  read:  "Material  to  be  filed  with  the  authority  may  include  health 
insurance  claims  and  enrollment  information  used  by  health  insurers";  deleted  former 
(3)  that  read:  "(3)  The  authority  may  issue  subpoenas  for  the  production  of 
information  required  under  this  section  and  may  issue  subpoenas  for  and  administer 
oaths  to  any  person.  Noncompliance  with  a  subpoena  issued  by  the  authority  is,  upon 
application  by  the  authority,  punishable  by  a  district  court  as  contempt  pursuant  to 
Title  3,  chapter  1,  part  5";  deleted  former  (4)  that  read:  "(4)  The  data  base  must: 

(a)  use  unique  patient  and  provider  identifiers  and  a  uniform  coding  system 
identifying  health  care  services;  and 

(b)  reflect  all  health  care  utilization,  costs,  and  resources  in  the  state  and  the 
health  care  utilization  and  costs  of  services  provided  to  Montana  residents  in  another 
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state";  deleted  (5)  that  read:  "(5)  Information  in  the  data  base  required  by  law  to  be 
kept  confidential  must  be  maintained  in  a  manner  that  does  not  disclose  the  identity 
of  the  person  to  whom  the  information  applies.  Information  in  the  data  base  not 
required  by  law  to  be  kept  confidential  must  be  made  available  by  the  authority  upon 
request  of  any  person";  in  (3)  substituted  "department"  for  "authority";  inserted  (4) 
concerning  recommendations  to  be  made  by  the  Department  to  the  Legislature;  and 
made  minor  changes  in  style.  Amendment  effective  July  1,  1995. 
Cross  References: 

Subpoenas  and  enforcement  --  compelling  testimony,  2-4-104. 

Adoption  and  publication  of  rules,  Title  2,  ch.  4,  part  3. 

Subpoenas  and  witnesses,  Title  26,  ch.  2. 

Vital  statistics.  Title  50,  ch.  15. 

Health  care  information.  Title  50,  ch.  16. 

Government  health  care  information,  Title  50,  ch.  16,  part  6. 
History:  En.  Sec.  20,  Ch.  606,  L.  1993. 

50-4-504.   Definitions.  As  used  in  this  part,  the  following  definitions  apply: 

(1)  "Data  base"  means  the  health  care  data  base  created  pursuant  to 
50-4-502. 

(2)  "Department"  means  the  department  of  public  health  and  human  services 
provided  for  in  Title  2,  chapter  15,  part  22. 

(3)  "Health  care"  includes  both  physical  health  care  and  mental  health  care. 

(4)  "Health  care  advisory  council"  means  the  council  provided  for  in  50-4-103, 
50-4-104,  50-4-203  through  50-4-206,  and  50-4-403. 

(5)  "Health  care  facility"  means  all  facilities  and  institutions,  whether  public  or 
private,  proprietary  or  nonprofit,  that  offer  diagnosis,  treatment,  and  inpatient  or 
ambulatory  care  to  two  or  more  unrelated  persons.  The  term  includes  all  facilities  and 
institutions  included  in  50-5-101(19).  The  term  does  not  apply  to  a  facility  operated  by 
religious  groups  relying  solely  on  spiritual  means,  through  prayer,  for  healing. 

(6)  "Health  care  provider"  or  "provider"  means  a  person  who  is  licensed, 
certified,  or  othenA/ise  authorized  by  the  laws  of  this  state  to  provide  health  care  in  the 
ordinary  course  of  business  or  practice  of  a  profession. 

(7)  "Health  insurer"  means  any  health  insurance  company,  health  service 
corporation,  health  maintenance  organization,  insurer  providing  disability  insurance  as 
described  in  33-1-207,  and,  to  the  extent  permitted  under  federal  law,  any 
administrator  of  an  insured,  self-insured,  or  publicly  funded  health  care  benefit  plan 
offered  by  public  and  private  entities. 
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APPENDIX  B: 
HEALTH  INFORMATION  NETWORK  COMMITTEE 


Janice  Conners,  Chair,  Exec.  Director 

MTAAA'O  Foundation  for  Medical  Care 

400  North  Park  Avenue 

Helena,  MT  59601 

(406)443-4020 

(406)443-4585  (fax) 

Nancy  Ellery,  Administrator 

Health  Policy  &  Services  Division 
Public  Health  &  Human  Services 
P.O.  Box  4210 
Helena,  MT  59604 
(406)444-4540 
(406)444-1958  (fax) 

Tanya  Ask,  Director 

Government  &  Public  Relations 
BlueCross  BlueShield  of  Montana 
P.O.  Box  4309 
Helena,  MT   59604 
(406)444-8297 
(406)447-3454  (fax) 

Mike  Foster  (State  Senator) 

Montana  Hospital  Rate  Review  System 

2033  11th  Avenue 

Helena,  MT  59601 

(406)443-4540 

(406)443-8392  (fax) 

Marilyn  Carlin,  Chief 

External  Systems  Bureau 
Public  Health  &  Human  Services 
3075  North  Montana,  Suite  101 
Helena,  MT  59601 
(406)444-021 1 
(406)449-3981  (fax) 


Bob  Olsen,  Vice-President 

Montana  Hospital  Association 
1720  Ninth  Avenue 
P.O.  Box  5119 
Helena,  MT  59604 
(406)442-1911 
(406)443-3894  (fax) 

Ken  Curtiss,  Chief 

Information  Systems  Bureau 
Public  Health  &  Human  Services 
P.O.  Box  4210 
Helena,  MT  59604-4210 
(406)444-4081 
(406)444-1970 

Cindy  Lewis,  Chair 

Health  Care  Advisory  Council 
816  Floweree 
Helena,  MT  59601 
(406)444-2135 
(406)447-2609 

Mike  Craig,  Coordinator 

Health  Care  Advisory  Council 
1 1 1  North  Sanders 
P.O.  Box  4210 
Helena,  MT  59604-4210 
(406)444-3925 
(406)444-1970  (fax) 

Tom  Hopgood,  Attorney 

Luxan  &  Muri'itt 
P.O.  Box  1144 
Helena,  MT  59624 
(406)442-7450 
(406)442-7361  (fax) 
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HEALTH  INFORMATION  COMMITTEE 
(Continued) 


Robert  Flaherty,  MD,  Director 

Montana  Area  Health  Education  Center 
333  Culbertson  Hall 
Montana  State  University 
Bozeman,  MT  59715 
(406)994-6001 
(406)994-6993  (fax) 

Rick  Offner,  Director 

Community  &  Government  Studies 
929  SW  Higgins,  Suite  E 
Missoula,  MT  59801 
(406)243-601 1 
(406)543-0534  (fax) 

Tom  Lerner 

Community  &  Government  Studies 
929  SW  Higgins,  Suite  E 
Missoula,  MT  59801 
(406)243-6078 
(406)543-0534  (fax) 

Sam  Sperry 

Vital  Records  Bureau 
Cogswell  Building 
1400  Broadway 
Room  C-118 
Helena,  MT  59604 
(406)444-4250 
(406)444-1803  (fax) 
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APPENDIX  C: 

MONTANA  HEALTH  INFORMATION  NETWORK  (MHIN) 

INTRODUCTION 

A  hospital  in  Montana  is  considering  implementing  a  special  diabetes  program. 
Before  making  their  investment  they  need  information.  What  is  the  cost  per  diabetes 
case?  How  long  are  hospital  stays  for  diabetics?  What  preventive  care  programs  for 
diabetics  can  reduce  health  care  costs?  What  other  similar  products  exist  in  the 
marketplace? 

The  legislature  is  considering  the  establishment  of  universal  health  care  coverage  for 
Montanans.  What  is  the  size  of  the  uninsured  population  in  Montana?  Is  this  a 
growing  or  shrinking  population?  What  are  the  health  care  costs  to  the  state  for  this 
block  of  citizens?  How  does  this  compare  to  other  states?  Have  similar  initiatives 
been  attempted  in  other  states? 

Health  care  choices  and  decisions  can  only  be  made  with  clear,  concise  and  timely 
information.  Extensive  health  care  data  currently  exists  but  the  problem  lies  in  the  fact 
that  this  information  cannot  be  obtained  through  one  or  a  few  readily  available 
sources.   Data  that  is  available  is  often  only  valuable  after  further  analysis. 

Montana,  like  other  areas  of  the  country,  has  seen  a  significant  growth  in  the  cost  of 
health  care  over  the  past  decade.    Escalating  health  care  costs  and  the  need  for 
health  policy  decisions  for  cost  containment  are  important  factors  driving  the 
development  and  implementation  of  health  information  systems.   These  health 
information  systems  are  critical  to  making  informed  personal,  business  and  policy 
decisions  as  they  relate  to  access,  cost  and  quality  of  health  care.  Based  on  the 
critical  need  for  relevant  and  timely  health  care  data  and  analyses,  the  Montana 
Health  Information  Network  Advisory  Committee  recommends  the  creation  of  the 
Montana  Health  Information  Network  to  meet  this  need. 

OVERVIEW  OF  THE  MHIN  PLANNING  PROCESS 

Appendix  C  of  the  Health  Care  Advisory  Council  report  represents  the  work  of  the 
Montana  Health  Information  Network  Committee  in  designing  a  statewide  health 
information  network.   The  layout  of  this  Appendix  generally  offers  a  chronology  of  the 
MHIAC's  planning  activities  in  designing  a  health  information  system  for  Montana. 
(The  full  MHIN  report,  complete  with  comprehensive  supporting  documentation, 
prepared  by  Rick  Offner  and  Tom  Lerner  of  the  University  of  Montana  Department  of 
Community  and  Government  Studies  is  being  published  separate  from  this  report.) 

In  response  to  HB511,  the  DPHHS  created  the  Health  Information  Committee,  first 
meeting  on  December  15,  1995.   This  committee  subsequently  was  renamed  the 
Montana  Health  Information  Network  Advisory  Committee. 
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The  MHIN  planning  process  was  focused  on  completing  an  array  of  specific 
outcomes  that  the  Committee  agreed  upon  as  essential  to  the  creation  of  a  health 
information  system  for  Montana.   To  support  the  process,  the  DPHHS  contracted  with 
the  Department  of  Community  and  Government  Studies  at  the  University  of 
Montana's  Center  for  Continuing  Education  and  Summer  Programs,  to  provide 
technical  assistance,  research,  and  facilitation  of  the  planning  process. 

In  completing  the  essential  work  of  the  MHIN,  the  committee  held  semi-monthly,  day- 
long meetings  between  January  and  June,  1996.   The  committee  completed: 

O  an  inventory  of  health-related  data  sources  in  Montana,  including  identification  of  the 

geographic  area  and  population  covered,  the  topics  addressed  by  the  data  source,  the 
analytical  capabilities  of  their  data  systems,  availability  of  the  data  and  methods  for 
acquisition. 

O  a  review  of  laws  and  regulations  related  to  "confidentiality"  and  "proprietary  information" 

pertaining  to  health-related  data  and  the  requirements  for  a  comprehensive  health  care 
data  system  in  Montana. 

O  a  review  of  other  state's  efforts  to  develop  health  information  systems  to  determine  the 

process  and  outcomes  of  these  efforts. 

O  policies  for  data  acquisition  and  data  sharing. 

O  a  detailed  plan  of  the  scope  and  priorities  for  Montana's  Health  Care  Information 

Network,  including  completing: 

a  review  of  issues  related  to  "public"  versus  "private"  ownership  of 
Montana's  Health  Care  Information  Network. 
•  a  review  of  oversight  and  authority  issues. 

a  review  of  implementation  strategies  and  physical  structure, 
a  review  of  funding  and  budgetary  issues. 

O  a  determination  of  legislative  issues  for  establishing  the  Montana  Health  Information 

Network. 


MISSION  AND  GOALS  OF  THE  MHIN 

The  proposed  mission  of  the  MHIN  is  to  obtain  health  care  information  and  data  and 
provide  accurate  and  responsible  reporting  on  the  health  status  of  Montanans  in  order 
to: 

O  promote  health  care  cost  containment  in  Montana; 

O  maintain  the  quality  of  health  care  for  Montana's  citizens; 

O  increase  the  knowledge  and  awareness  of  policy  makers,  health  care  providers,  and  the 

general  public  regarding  health  care  costs,  access,  quality,  and  other  issues;  and 
O  respond  to  requests  for  specific  health  care  information  and  data  analyses. 
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To  accomplish  this  mission,  the  proposed  Montana  Health  Information  Network  should 
operate  within  a  set  of  organizational  goals  that  provide  direction  in  developing  its 
programs  and  services.  These  proposed  goals  are: 

1.  Identify,  catalog,  and  maintain  up-to-date  information  on  Montana  health  data  sources  and 
information. 

2.  Develop  standards  for  uniformity  of  health  data  and  reporting. 

3.  Develop,  maintain,  and  disseminate  a  document  containing  data  elements  available  from 
Montana  health  data  sources  to  be  used  as  a  resource  for  establishing  uniform  data. 

4.  Prepare  and  disseminate  regular  reports  of  the  health  status  of  Montanans. 

5.  Coordinate  and  promote  the  use  of  health  information,  including  overseeing  the 
production  of  Montana  Health  Care  Information  Reports,  responding  to  requests  for  health 
information,  developing  educational  materials  based  on  current  health  information,  and 
participating  in  collaborative  activities  with  other  health-related  organizations  in  Montana 
and  other  states. 

6.  Identify  health  care  trends  and  treatment  protocols  by  comparing  information  on 
diagnoses  and  procedures  over  time,  and  working  collaboratively  with  other  organizations 
having  responsibilities  for  evaluating  the  quality  of  health  care  in  Montana. 

7.  Monitor  health  policy  decisions  to  determine  the  impact  of  these  policies  on  the  health  of 
Montanans  by  comparing  baseline  and  post-implementation  data. 

8.  Function  as  a  clearinghouse  for  health  data  and  information.  By  being  a  repository  for,  or 
guiding  consumers  to  the  appropriate  sources  for  health-related  brochures,  pamphlets 
and  knowledgeable  individuals,  the  MHIN  will  save  time  and  effort  for  seekers  of  that 
information. 

9.  Establish  partnerships  with  health  data  sources  to  gain  access  to  data  by  developing  data 
sharing  agreements,  sponsoring  meetings,  providing  technical  support  services  as 
needed,  and  providing  expertise  and  assistance  to  link  health  data  sets  from  a  variety  of 
sources. 

10.  Conduct  analyses  of  health  data,  including  the  utilization  of  contractors  who  have 
expertise  in  research  design,  statistical  analysis,  and  health  care  research. 

11.  Eliminate  reporting  duplication  and  make  reporting  more  efficient  and  cost  effective  for 
data  providers  by  encouraging  and  supporting  mechanisms  such  as  an  information 
clearinghouse,  electronic  data/information  transfer,  and  networking. 

12.  Identify  gaps  in  the  availability  of  needed  health  information  and  data  and  developing 
strategies  for  filling  these  gaps. 

13.  Provide  reports  to  the  Montana  Legislature  on  the  impact  of  incremental  health  care 
reform  measures  that  increase  access  to  health  care  services,  promote  cost  containment, 
and  maintain  quality  of  care  in  accordance  with  requirements  of  Section  50-4-502 
Montana  Codes  Annotated. 


The  objectives  of  the  MHIN  during  its  first  biennium  of  operation  are  to  provide  two  sets 
of  reports:  the  Health  Status  for  Montanans  and  the  Health  Care  Information  Report. 
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The  Health  Status  of  Montanans  report  will  be  modeled  on  the  Healthy  People  2000 
report  and  include  data  and  rates  of  change  for  areas  such  as  Maternal  and  Child 
Health,  Traumatic  Injury,  Communicable  Diseases,  Environmental  Health  Conditions 
and  Human  Behavioral  Risk  Factors. 

The  Health  Care  Information  Reports  will  be  pamphlets  with  information  specific  to  a 
procedure.  An  example  would  be  hip  replacements.  The  pamphlet  would  describe  that 
procedure,  answer  common  questions  associated  with  it  and  show  median  charges  for 
components  of  that  procedure  (e.g.  surgery,  anaesthesia  and  hospitalization). 

As  the  MHIN  matures  over  time,  it  will  be  in  a  position  to  answer  many  other  questions. 
Examples  of  the  types  of  requests  that  could  be  addressed  by  the  MHIN  are: 

From  State  and  County  Agencies  and  the  Montana  Legislature: 

O  What  are  the  top  20  Montana  diagnoses  by  volume  and  reimbursement? 

O  Can  we  determine  the  number  and  economic  impact  of  Montana's  uninsured  population? 

O  What  are  the  numbers  of  teen  pregnancies  and  their  cost  to  the  state? 

O  In  determining  the  usefulness  -  and  appropriate  funding  -  of  a  state-wide  trauma  system, 

what  is  the  cost  of  trauma  and  injury  to  the  state? 

O  In  requesting  federal  or  private  funding  for  health  care  provider  shortages,  what  is  the 

situation  in  Montana? 

O  How  much  does  health  care  cost  the  people  of  Montana  over  time? 

From  IVIontana  Businesses  and  Purchasers  of  Health  Care: 

O  What  types  of  health  education  would  help  our  employees  reduce  health  care  costs? 

From  Health  Care  Providers: 

O  What  group  data  is  available  on  the  MEDICARE  population  living  in  selected  counties 

who  are  receiving  cardiology  procedures? 

From  Montana  Consumers: 

O  Where  can  I  get  information  on  the  costs  of  certain  procedures? 

O  What  information  is  available  on  a  certain  health  care  problem? 

From  Insurers  and  Managed  Care  Organizations: 

O  What  are  high  risk  populations  in  this  service  area  and  what  are  the  most  common 

diagnoses  or  procedures? 

O  What  areas  in  Montana  have  the  highest  rates  of  certain  procedures? 
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O  Do  certain  demographics  parallel  high  or  low  rates  of  illness? 

O  What  are  utilization  rates  for  Montana  by  diagnosis  and  procedure? 

From  Health  Care  Consultants  and  Businesses: 

O  A  medical  equipment  firm  requests  data  on  volume  of  hospitalizations  for  patients  with 

selected  diagnoses. 

O  A  hospital  consultant  requests  the  cost  per  diabetes-related  case  and  the  length  of 

hospital  stays  for  specific  diagnosis  codes. 

O  A  consulting  firm  requests  diagnostic,  procedural  and  patient  origin  information  for 

Western  Montana. 

O  A  consulting  firm  requests  patterns  of  utilization  of  health  care  services  for  chronic 

diseases. 

LEGISLATIVE  AUTHORIZATION 

The  1995  Montana  Legislature  enacted  House  Bill  511  authorizing  the  design  and 
development  of  a  "health  care  data  base".  Section  50-4-502  MCA  states  that: 

1 .  The  department,  with  advice  from  the  health  care  advisory  council,  shall  design  and 
develop  a  health  care  data  base  that  includes  data  on  health  care  resources  and  the  cost 
and  quality  of  health  care  services.  The  purpose  of  the  data  base  is  to  assist  in 
developing  and  monitoring  the  progress  of  incremental  health  care  reform  measures  that 
increase  access  to  health  care  services,  promote  cost  containment,  and  maintain  quality 
of  care. 

2.  The  department  shall  work  in  conjunction  with  health  care  providers,  health  insurers, 
health  care  facilities,  private  entities,  and  entities  of  state  and  local  government  to 
determine  the  information  necessary  to  fulfill  the  purposes  of  the  data  base  provided  in 
subsection  (1). 

3.  The  department  shall  adopt  by  rule  a  confidentiality  code  to  ensure  that  information  in  the 
data  base  is  maintained  and  used  according  to  state  law  governing  confidential  health 
care  information. 

4.  The  department  shall  make  recommendations  to  the  legislature  by  October  1 , 1 996,  on 
the  actions  needed  to  establish  the  data  base,  including  an  estimate  of  the  fiscal  impact 
on  state  and  local  government,  health  care  providers,  health  insurers,  health  care 
facilities,  and  private  entities. 

OPTIONS  CONSIDERED  TO  MEET  LEGISLATIVE  MANDATE 

The  Montana  Health  Information  Network  Advisory  Committee  considered  several 
options  before  recommending  the  'Network'  structure.  The  goal  of  the  Committee  was  to 
review  options  and  define  a  strategy  that  best  complies  with  the  statutory  mandate. 

In  discussions  of  the  available  options,  the  committee  considered:  a  State  Administered 
System,  a  Centralized  Database  and  a  Health  Information  Network. 
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The  problems  identified  with  a  State  Administered  System  were:  1)  funding  for  such  a 
structure  would  be  an  issue  as  the  state  continues  it  efforts  at  cost  containment,  and  2) 
it  was  felt  that  a  balanced  and  complete  representation  and  analysis  of  health  data 
could  only  be  achieved  by  including  relevant  information  from  all  the  entities  holding 
health  data. 

The  Centralized  Database  option  received  only  brief  consideration.  With  the  advent  in 
recent  years  of  sophisticated  networking  and  the  increasing  power  of  Personal 
Computers,  it  was  thought  impractical  to  centralize  (retrieve,  store  and  maintain)  data.  It 
was  felt  that  the  duplication  of  data  already  in  existence  in  so  many  locations  would  only 
lead  to  a  large,  cumbersome  system  that  would  be  quickly  outdated. 

It  was  noted  that  organizations  holding  health  data  have  made  significant  investments 
recently  to  allow  better  access  to  their  own  data  internally.  More  importantly,  health  care 
organizations  are  rapidly  changing  their  internal  technology  and  scale  of  computerized 
information.  At  this  time  of  significant  change  in  health  care  and  in  health  data  it  would 
be  illogical  to  design  a  centralized  data  base  or  to  mandate  the  collection  of  specific 
data  elements.  Rather,  a  health  data  network  that  is  able  to  tap  into  existing  databases 
to  answer  specific  questions,  remain  flexible  for  whatever  needs  and  questions  arise  in 
the  future  and  more  quickly  respond  to  changes  in  technology  is  the  most  reasonable 
design  for  the  MHIN. 

Thus,  the  solution  the  committee  believed  would  prove  most  viable  in  the  long-term  was 
that  of  a  Health  Information  Network  into  which  would  be  brought  the  holders  of  key 
health  data  in  a  public/private  collaboration.  The  MHIN  would  not  maintain  a  centralized 
database.  Its  role  would  be  to  gather  already  existing  data  from  the  appropriate  entity  as 
needed  for  specific  analyses  or  further  dissemination  of  that  data.  Data  would  come 
from  governmental  entities  such  as  the  Department  of  Public  Health  and  Human 
Services  and  private  entities  such  as  hospitals  and  insurers  and  would  rely  on  voluntary 
participation  for  obtaining  the  data  needed. 

SERVICES  AND  FUNCTIONS  OF  THE  MHIN 

The  proposed  services  and  functions  of  the  MHIN  are  very  comprehensive  and  include 
the  following:  Data  Accessing  and  Analysis,  Information  Clearinghouse,  Health  Status 
Reporting,  Information  Dissemination,  Health  Policy  Research  and  Special  Projects. 
The  overriding  concerns  of  the  MHIN  are  to  provide  accurate,  timely  and  complete 
information  in  a  manner  that  addresses  the  confidentiality  concerns  of  all  parties 
involved.  Each  of  the  above  services  and  functions  are  addressed  in  the  following 
sections. 
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Data  Accessing  and  Analysis 

The  MHIN  will  negotiate  Data  Sharing  Agreements  with  each  health-related  data  source 
from  which  data  will  be  sought.  This  agreement  will  define  the  data  to  be  exchanged, 
the  limitations  to  its  subsequent  dissemination  and  how  the  data  will  be  acquired  by  the 
MHIN,  The  entire  list  of  health-related  data  sources  specific  to  Montana  that  have  been 
identified  as  well  as  samples  of  the  Data  Sharing  Agreement  and  Data  Classification 
Forms  are  in  the  full  MHIN  Report,  published  separate  from  this  report. 

To  the  extent  possible,  the  MHIN  will  promote  uniformity  of  data  collecting  and  reporting 
by  health  data  providers.  The  MHIN  will  identify  gaps  in  health  care  information  and 
data  by  analyzing  requests  for  data  and  availability  of  data.  The  MHIN  will  develop 
solutions  for  filling  gaps  in  health  care  data. 


Montana  Health  Information  Network 


Vision:   Improved  health  status  for  all  Montanems 


Mission:  Responsible  and  accurate  coordination  and  reporting  of  healthcare  information/data 
Goals:  i(c  IHealthcare  cost  control 

*  Improved  quality  of  healthcare 

*  Increased  Icnowledge/awareness  of  public  regarding  healthcare  cost  and  quality 
>|t  Response  to  requests  for  healthcare  information 
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Users: 

1 .  Consumers 

2.  Legislature 

3.  Government  Agencies 

4.  Providers 

5.  Purchasers 

6.  Insurance  Carriers 

7.  Other 
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Figure  1 
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Information  Clearinghouse 

A  computerized  resource  directory  will  be  established  that  identifies  organizations 
having  health  care  data  as  well  as  other  sources  of  information  such  as  surveys, 
brochures,  educational  materials  and  reports.  This  will  assist  citizens  and  others  who 
are  seeking  health-related  information  by  providing  them  with  a  single  entry  point  into 
the  'health  information  system'. 

Health  Status  Reporting 

In  its  role  of  clearinghouse  and  information  dissemination,  the  MHIN  will  provide  regular 
reporting  of  health  information  such  as  assessments  of  patterns  of  illness  and  injury, 
access  to  health  care  and  use  of  services  and  clinical  practice  benchmarks  or  norms. 
The  goals  of  this  reporting  task  will  be  identified  based  on  those  in  the  Healthy  People 
2000  report  assemtDled  by  the  Centers  for  Disease  Control. 

Information  Dissemination 

The  MHIN  will  coordinate  and  promote  the  use  of  health  information  by  responding  to 
requests  for  information,  developing  data  for  educational  materials  and  supporting 
collaboration  between  health  organizations. 

Health  Policy  Research 

The  MHIN  will  monitor  and  evaluate  the  impact  of  health  care  legislation  and  policy 
decisions.  The  MHIN  will  assist  in  the  dissemination  of  information  on  health  care  by 
working  collaboratively  with  organizations  responsible  for  evaluating  the  quality  of  care. 
Based  on  analyses  and  research  conducted,  the  MHIN  will  be  able  to  make 
recommendations  with  regards  to  health  data  sharing  policies,  legislation  and 
regulations  which  can  be  used  by  various  organizations  as  they  relate  to  health  care 
issues  in  Montana. 

Special  Projects 

The  MHIN  will  complete  special  projects  as  directed  by  its  board  and/or  funding 
sources.  Special  projects  would  include  but  not  be  limited  to  providing  analytical  and 
technical  support  to  recipients  of  data,  and  coordinating  the  input  of  expertise  by 
subcontracted  organizations  who  have  expertise  in  statistics,  research,  medicine  and 
health  issues. 
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USES  OF  HEALTH  CARE  DATA 

A  number  of  potential  uses  for  health  care  data  have  been  identified.  The  MHIN  will 
assist  organizations  with  an  interest  in  identifying,  accessing  and  analyzing  data  to: 

O  assess  the  health  of  the  public;  identify  health  status  trends  and  priority  health  problems; 

O  assess  patterns  of  illness  and  injury; 

O  docunnent  patterns  of  health  care  expenditure; 

O  assess  costs  and  identify  cost  containment  opportunities  and  strategies; 

O  improve  quality  of  care  and  outcomes  of  health  care; 

O  evaluate  access  to  care  and  use  of  services; 

O  allow  for  comparison  of  practices  and  outcomes; 

O  make  elected  and  other  officials  aware  and  more  accountable  for  solving  problems  by 

assisting  them  in  learning  where  significant  health  issues  exist  and  allowing  them  to  make 
more  informed  decisions; 

O  identify  areas  where  education  is  needed; 

O  assess  the  effect  and  effectiveness  of  legislation; 

O  determine  distribution  and  capacity  of  health  care  resources  in  Montana  including  health 

care  facilities,  providers  and  services; 

O  identify  health  care  utilization,  costs  and  resources  consumed  by  Montana  residents  in 

Montana  and  in  out-of-state  facilities; 

O  conduct  regional  analyses  of  costs  of  various  health  care  procedures; 

O  determine  the  numbers  of  individuals  covered  by  health  care  plans  and  the  characteristics 

of  those  plans;  and 

O  monitor  the  impact  of  specific  health  care  reform  efforts. 

MHIN  USERS 

One  of  the  purposes  of  the  data  base  effort  to  be  implemented  pursuant  to  50-4-502  is 
to  "...assist  in  developing  and  monitoring  the  progress  of  incremental  health  care  reform 
measures  that  increase  access  to  health  care  services,  promote  cost  containment,  and 
maintain  quality  of  care."  Therefore,  a  key  user  of  the  Montana  Health  Information 
Network  will  be  the  legislature.  By  comparing  baseline  data  with  post-implementation 
data,  legislators  would  be  better  able  to  assess  the  impact  on  the  public  health  of  health 
policy  decisions. 

Other  users  of  the  MHIN  would  be  the  State  of  Montana,  businesses,  consumers,  health 
care  providers,  insurers  and  other  entities  that  provide  required  reporting  to  the  state. 
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Consumers  would  be  interested  in  the  Health  Status  and  the  Health  Care  Information 
reports  that  the  MHIN  would  publish.  They  might  also  be  interested  in  the  Information 
Clearinghouse  functions  of  the  MHIN.  The  goal  of  the  MHIN  is  to  have  access  to  most 
health  information  available  now  through  a  variety  of  entities.  A  single  point  of  contact 
for  consumers  will  simplify  the  acquisition  of  such  information. 

Government  would  be  interested  in  using  the  MHIN:  to  assess  the  health  of  the  public, 
identify  health  status  trends  and  priority  health  problems;  assess  patterns  of  illness  and 
injury;  help  identify  the  educational  needs  of  consumers  and  health  providers;  determine 
Montana's  distribution  of  health  care  resources,  utilization  patterns  and  costs. 

Health  care  providers  and  insurers  could  use  the  MHIN  to  compare  their  data  to 
groupings  of  other  like  entities.  By  assessing  these  measures,  providers  of  health  care 
could  determine  the  most  effective  opportunities  for  improving  cost,  access  and  quality 
of  health  care. 

GOVERNANCE  OF  THE  MHIN 

In  reviewing  alternatives  for  the  governance  of  the  MHIN,  the  Advisory  Council 
discussed  a  variety  of  issues  that  should  be  considered  in  determining  the  appropriate 
vehicle  for  establishing  the  MHIN.  Although  there  may  be  other  alternatives,  the  three 
main  options  that  were  explored  are  a:  "Private,  Tax-exempt  Corporation,"  a  "State 
Government  Organization,"  and  "University-based  Organization".  These  alternative 
approaches  were  reviewed  as  they  relate  to  specific  areas  that  may  impact  the  short 
term  and  long  term  operation  of  the  MHIN.  Based  on  the  review  undertaken  by  the 
Advisory  Committee,  it  was  concluded  that  the  MHIN  should  be  created  as  a  private, 
tax-exempt  corporation.  A  full  discussion  of  these  issues  is  available  in  the  full  Health 
Information  Network  Committee  Report,  published  separate  from  this  document. 

Board  of  Directors 

The  initial  board  for  the  MHIN  will  be  organized  by  members  of  the  Montana  Health 
Information  Network  Advisory  Committee.    The  1 5  member  board  will  be  comprised  as 
follows: 

O  2  members  of  state  government  nominated  by  the  governor  and  accepted  by  the  board 

of  directors; 

O  2  members  of  the  state  legislature;  1  to  be  nominated  by  the  Senate  Committee  on 

Committees,  1  to  be  nominated  by  the  Speaker  of  the  House  with  approval  of  each  by  the 
board  of  directors; 

O  6  members  who  are  holders  of  significant  and  relevant  data  selected  by  the  board; 

O  1  consumer  representative  nominated  by  the  governor  with  board  of  director  approval; 

O  4  seats  for  appropriate  interest  groups  such  as  consumer  groups,  health  professional 

organizations  and  health  research  groups.  These  groups  would  be  solicited  by  the  MHIN 
and  approval  for  the  nominations  would  be  by  the  board  of  directors. 
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OPERATION  OF  THE  MHIN 

Processing  a  Request 

Requests  for  data  or  information  may  be  made  by  anyone.  All  requests  would  be 
directed  to  the  MHIN  staff.  The  Executive  Director  will  be  responsible  for  ensuring  a 
quick  and  appropriate  response  to  all  requests. 

If  the  Executive  Director  determines  that  a  request  involves  confidential  data  on  the  use 
of  which  he/she  needs  additional  expertise,  the  request  will  be  referred  to  the 
Confidentiality  Oversight  Committee  (COC). 

If  an  approved  request  requires  a  Data  Sharing  Agreement,  one  is  executed  with  the 
requesting  group  or  agency.  A  draft  copy  of  the  Data  Sharing  Agreement  is  contained  in 
the  appendices  of  the  full  Health  Information  Network  Committee  report. 

Once  a  Data  Sharing  Agreement  has  been  executed,  MHIN  personnel,  in  collaboration 
with  data  sources,  will  perform  a  Data  Requirements  Analysis.  The  Data  Requirements 
Analysis  will  provide  detailed  information  on  the  data  elements  to  be  used,  how  they  will 
be  extracted,  transmitted,  and  analyzed. 

The  next  steps  would  be  data  acquisition,  analysis,  and  production  of  the  final  report  for 
presentation  to  the  requesting  entity. 

STAFF 

The  minimum  staff  for  the  proposed  MHIN  will  be  three  full-time  employees:  an 
Executive  Director,  a  Management  Information  Systems/Database  Specialist  and  an 
Administrative  Support  person.  The  MHIN  will  employ  contract  personnel  as  needed  to 
fulfill  other  functions  such  as  health  data  analyses,  communications,  expert  education, 
health  policy  analyses  and  data  security  expertise.  An  organizational  chart  of  the 
proposed  MHIN  is  shown  in  Figure  2.  Offices  should  be  in  Helena. 
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FIGURE  2;    Organizational  Chart  for  the  Proposed  MHIN 


MANAGEMENT  AND  DECISION-MAKING 

As  a  nonprofit  organization,  the  MHIN  Board  of  Directors  will  have  full  power  to 
control  and  manage  the  resources  and  property  of  the  corporation,  and  to  conduct 
the  affairs  and  business  of  the  corporation  subject  to  provisions  of  the  corporation's 
Bylaws  and  Articles  of  Incorporation. 

The  Board  of  Directors  will  appoint  a  Confidentiality  Oversight  Committee  (COC)  from 
the  Board  of  Directors.  The  Executive  Director  shall  serve  as  an  ex-officio  non-voting 
member  of  the  COC.  The  COC  shall  meet  at  least  annually,  and  shall  serve  in  an 
advisory  capacity  to  the  Board  of  Directors  with  the  purpose  of  making 
recommendations  to  the  full  board  on  issues  of  confidentiality. 

The  Confidentiality  Oversight  Committee  has  been  established  in  recognition  of  the  vital 
nature  of  the  issues  of  confidentiality  with  regard  to  health-related  data  and  the 
proprietary  interests  of  health  data  providers.  The  COC  is  an  advisory  group  whose 
purpose  is  to  make  recommendations  to  the  full  board  of  the  MHIN  with  respect  to  the 
issues  of  confidentiality.  These  issues  include  but  are  not  limited  to: 

O  approval  of  requests  made  to  the  MHIN, 

O  the  type  of  data  to  be  released, 
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O  to  whom  it  can  be  released, 

O  the  manner  in  which  it  can  be  released,  and 

O  the  development  of  internal  security  measures  and  guidelines  to  ensure  the  confidentiality 

of  data. 

If  the  COC  requires  assistance  from  additional  experts,  a  panel  of  technical  experts  can 
be  convened  by  the  COC.  This  panel  will  serve  in  an  advisory  capacity  to  the  COC.  A 
list  of  contacts  at  various  agencies,  associations  and  institutions  v^/ill  be  developed  and 
maintained  by  the  MHIN  to  assist  the  COC  in  convening  these  panels  in  a  timely 
manner,  on  an  as  needed  basis. 

CONFIDENTIALITY  POLICIES 

The  principal  guiding  policy  of  the  MHIN  will  be  that  no  patient-specific  information  will 
be  released,  nor  will  information  on  individual  practitioners,  providers  or  health  data 
sources  be  released  without  the  written  permission  of  the  entity  identified. 

In  order  to  balance  the  principles  of  access  and  confidentiality,  the  COC  will  operate 
within  established  policy  guidelines  for  the  data  elements  collected  with  the  aims  of: 

O  promoting  the  use  of  accurate  health  data, 

O  providing  equal  treatment  to  both  data  requesters  and  data  providers, 

O  expediting  the  release  process,  and 

O  encouraging  the  release  of  the  broadest  spectrum  of  data  elements  without  compromising 

confidentiality. 


IMPLEMENTATION  PLAN 

The  plan  for  implementing  the  proposed  MHIN  has  been  developed  to  cover  three 
implementation  phases.  A  copy  of  the  detailed  implementation  plan  is  contained  in  the 
full  MHIN  Report,  published  separate  from  this  report. 

Phase  1  is  focused  on  initial  start-up  and  development  of  the  organization.  Phase  1  will 
be  complete  by  June  1997  and  includes  activities  such  as  incorporation,  Data 
Requirements  Analyses  for  Health  Status  and  Health  Care  Information  reports 
described  on  the  first  page  of  this  report,  hiring  of  key  personnel  and  establishing  office 
space  with  necessary  equipment. 

Phase  2  constitutes  the  basic  activities  of  the  MHIN  after  it  has  been  established.  The 
key  activities  of  Phase  2  include  the  development  of  confidentiality  policies  and 
procedures,  establishing  Data  Sharing  Agreements  with  key  data  providers,  completing 
the  "Health  Status  of  Montanans"  and  "Health  Information"  reports,  and  completing  a 
business  plan  for  the  MHIN.  This  phase  spans  July,  1997,  to  June,  1999. 

53 


Phase  3  includes  activities  for  future  development  of  the  organization  such  as  the 
further  identification  of  ne^N  markets  for  the  services  of  the  MHIN  and  completing 
contracts  with  key  customers  and  grant  applications  with  private  funding  sources  so  as 
to  move  the  MHIN  towards  self-sufficiency.  This  phase  is  from  July,  1999  forward. 

FUNDING  STRATEGIES 

Funding  for  the  MHIN  will  require  a  number  of  different  strategies,  depending  on  the 
phase  of  development  of  the  organization.  A  long  term  funding  plan  for  the  MHIN  will 
include  the  development  of  grant  and  contract  proposals  with  the  express  purpose  of 
eventually  allowing  the  MHIN  to  help  offset  operational  costs. 

It  is  anticipated  that  the  State  of  Montana  will  always  be  a  major  user  of  the  MHIN.  As 
such,  it  will  be  a  source  of  on-going  revenue  to  the  MHIN  in  exchange  for  the  reporting 
and  analysis  provided  by  the  MHIN. 

The  proposed  funding  strategy  for  the  MHIN  is: 

1.  Phase  1  funding  will  come  from  a  combination  of  State,  Federal  and  private  sources  in  the 
form  of  dollar  and/or  in-kind  funds  for  the  start-up  requirements  of  the  organization;  with 
these  funds  devoted  primarily  to  the  acquisition  of  necessary  equipment. 

Additional  funding  for  Phase  1  is  anticipated  to  come  from  the  FY  95-96  Biennium 
resources  existing  in  the  DPHHS  for  the  health  information  function.  The  estimated  cost 
for  the  Phase  1  period  is  about  $75,000. 

2.  Funding  for  Phase  2  will  be  sought  from  the  1997  Montana  Legislature.  This  funding  will 
be  used  to  hire  the  staff  and  complete  tasks  outlined  under  Phase  2's  "Basic  Services." 
The  budget  for  the  years  FY  1997-98  Biennium  is  about  $500,000.  It  is  anticipated  that 
half  of  the  funding  will  come  from  the  federal  government. 

3.  Phase  3  will  require  a  comprehensive  business  plan  that  will  be  developed  to  target 
specific  markets  for  the  services  of  the  MHIN.  Support  for  further  market  development  will 
come  in  part  from  fees-for-services  or  sale  of  products  derived  from  Phase  2  activities. 


LEGISLATIVE  RECOMMENDATIONS 

Confidentiality  and  the  proprietary  nature  of  health  care  data  were  the  most  significant 
issues  dealt  with  by  the  Committee.  As  could  be  expected,  these  issues  dominated 
many  Committee  discussions.   As  a  result,  the  Committee  concluded  that  the 
Network  will  uphold  and  protect  individuals'  right  to  privacy  and  will  not  share  or 
release  any  information  which  could  lead  to  identification  of  any  person.   The 
proposed  technology  will  include  an  integrated  system  of  safeguards  designed  to 
protect  the  integrity  and  privacy  of  existing  data  sources.   As  technological 
sophistication  of  the  Network  evolves,  encryption  capabilities  will  eventually  allow 
sources  of  information  to  "de-identify"  information  for  the  Network  while  assuring  its 
validity. 
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The  Committee  and  the  Department  commissioned  a  private  attorney  to  evaluate 
Montana's  statutes  regarding  confidentiality.   The  legal  research  articulated  numerous 
statutory  provisions  regarding  confidentiality,  but  none  which  could  directly  apply  to 
the  proposed  Network  without  statutory  modification.   Therefore,  in  order  to  allow  the 
Network  to  function  as  a  system  to  improve  the  use  of  health-related  information,  and 
reaffirm  the  common  desire  to  protect  the  confidentiality  of  individuals,  the  attorney 
proposed  modification  of  the  current  statute  which  created  the  Health  Care  Advisory 
Council  and  the  directive  to  the  Department  to  design  and  develop  the  health  care 
database  (50-4-502  MCA). 

In  such  a  statutory  modification,  protection  of  confidentiality  could  be  reaffirmed 
through  the  language  directing  the  design  and  development  of  the  Network  and  its 
need  to  operate  with  shared  health-related  information.   Further,  direct  cross 
reference  to  the  Montana  Uniform  Health  Information  Act  (50-15-504  MCA),  which 
provides  the  basis  for  the  disclosure  of  health  care  information,  should  be  constructed 
so  as  to  apply  that  Act's  protections  of  confidentiality  to  the  proposed  Network. 
Therefore,  management  of  health  information  in  a  Network  environment  would  be 
required  to  observe  current  statutory  protections  of  that  information.   This  provision 
will  apply  to  al!  instances  of  the  Network  getting  or  retrieving  data,  storing  or  holding 
data  while  in  the  process  of  using  it  for  a  project  or  until  returning  it  to  its  source,  and 
releasing  the  information  in  a  study  or  report  format. 

To  further  guarantee  the  privacy  of  the  individual  and  of  entities  that  provide  data  to 
the  Network,  the  Committee  proposes  that  language  be  adopted  as  follows:  "the 
Montana  Health  Information  Network  cannot  release  health  care  data  or  information 
specific  to  an  individual  or  entity  if  that  data  explicitly  or  implicitly  identifies  that 
individual  or  entity  without  the  express  written  permission  of  the  individual  or  entity. 
An  entity  could  be  a  physician,  hospital,  insurance  provider  or  any  other  provider  of 
health  care  data."  Accordingly,  this  language  would  be  codified  specifically  within  50- 
4-502  MCA. 

By  virtue  of  the  proposed  Network  design,  other  protections  of  confidentiality  would 
be  required  outside  of  Montana  law.  Written  data  sharing  agreements  between  the 
Network  and  information  source(s)  would  include  language  which  binds  participants  to 
observe  protection  of  confidential  information.   As  is  the  case  now,  sources  of  health- 
related  information  could  not  release  information  to  a  Network  structure  unless  those 
sources  are  already  in  compliance  with  laws  and  regulations  governing  the  release  of 
that  information.   Similarly,  those  sources  must  be  reassured  that  such  release  will 
not  violate  confidentiality  protections  once  the  information  is  in  an  environment  which 
relies  on  shared  information.   As  an  additional  protection,  current  law  requires  that 
the  Department  promulgate  confidentiality  provisions  in  the  Administrative  Rules  of 
Montana  specific  to  the  design  and  development  of  the  database. 
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APPENDIX  D: 

COST  CONTAINMENT 

INTRODUCTION 

Early  in  its  process,  the  Advisory  Council  took  on  tlie  ambitious  task  of  investigating 
and  developing  strategies  which  could  help  contain  health  care  costs.    Considerable 
discussion  was  devoted  to  understanding  factors  which  impact  the  cost  of  health 
care,  and  where  the  Advisory  Council's  limited  resources  would  be  of  best  use. 
Having  benefit  of  public  and  private  sector  expertise  was  extremely  important  to  the 
Advisory  Council  in  addressing  the  complicated  area  of  cost  containment. 

Relative  to  health  care,  cost  containment  refers  to  a  myriad  of  complex  factors  which 
must  be  influenced  to  achieve  the  desired  outcome  of  slowing  the  rate  of  health  care 
costs.   The  levels  of  influence  and  interest  will  vary  significantly,  depending  upon  the 
specific  issue  being  dealt  with  and  which  interests  are  involved.   For  example,  tax 
deductibility  for  health  insurance  premiums  will  draw  great  interest  from  small 
businesses,  health  care  consumers,  and  the  Department  of  Revenue;  while  medical 
malpractice  will  compel  participation  by  physician  and  provider  associations,  insurers, 
and  trial  lawyers.   Certainly,  other  entities  will  have  interest  in  these  examples  and 
should  not  be  discounted. 

The  cost  containment  issue  list  was  primarily  formulated  from  organizations  with 
vested  interests  in  health  reform  activities,  and  also  from  members  of  the  Advisory 
Council.   It  is  important  to  note  that  the  list  evolved  more  as  an  alternative  to  the  list 
of  incremental  reforms  mentioned  in  HB511,  rather  than  from  those  reforms. 

Through  a  process  of  learning  more  about  each  issue,  the  Advisory  Council  was  able 
to  recommend  or  support  a  course  of  action.   In  several  instances,  the  position  of  the 
Advisory  Council  was  to  take  no  action.   "No  action"  does  not  necessarily  indicate 
non-support  for  an  issue  or  proposal.   With  most  of  the  "no  action"  issues,  the 
Advisory  Council  recognized  that  it  could  only  afford  to  concentrate  on  priority  items 
where  its  recommendation  or  support  would  have  the  greatest  impact.   Additionally, 
there  were  issues  that  were  contingent  on  external  factors,  such  as  the  federal 
government  also  taking  action;  or  which  were  not  advisable  for  the  Advisory  Council 
to  take  to  the  Legislature,  such  as  an  increase  on  taxes  of  tobacco  products. 
Certainly,  time  limitations  were  also  influential  in  some  of  the  Advisory  Council's  "no 
action"  positions.   It  is  important  to  note  that  the  Advisory  Council  used  a  decision- 
making process  based  upon  consensus  by  all  of  its  members. 
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ADVISORY  COUNCIL  DECISIONS 

With  the  assistance  of  health  care  delivery,  finance,  and  consumer  expertise,  the 
Advisory  Council  developed  a  lengthy  list  of  cost  containment  strategies  in  the 
general  areas  of: 

O  prevention  and  education; 

O  health  care  regulations; 

O  insurance; 

O  managed  care; 

O  long  term  care;  and 

O  Certificate  of  Need. 

The  Advisory  Council  took  testimony  and  considered  issues  within  each  topic  area. 
From  the  numerous  recommendations,  the  Council  prioritized  and  developed  final 
consensus  on  a  smaller  list  of  recommendations  to  state  agencies  and  to  the  1997 
Montana  Legislature.   While  each  of  the  recommendations  had  considerable  merit, 
the  list  was  pared  to  the  following  recommendations: 

Legislation: 

♦  to  ban  the  sales  of  tobacco  products  in  vending  machines  in  Montana; 

♦  to  review  elimination  of  some  services  from  the  Certificate  of  Need 
process; 

♦  propose  elimination  of  some  services  from  the  Certificate  of  Need 
process; 

♦  a  resolution  to  Congress  to  allow  the  state  greater  flexibility  in  the 
enforcement  of  federal  Medicaid  and  Medicare  certification  regulations; 
and 

♦  to  continue  the  Health  Care  Advisory  Council. 

Support: 

♦  support  the  efforts  of  the  Public  Health  Improvement  Task  Force; 

♦  an  effort  by  state  agencies  to  improve  regulatory  functions; 

♦  DPHHS  efforts  to  pursue  quality  community-based  managed  care 
options  appropriate  for  emotionally  disturbed  youth; 

♦  DPHHS  study  the  potential  for  managed  care  for  long  term  care; 

♦  statewide  injury  prevention  and  control  programs; 

♦  continuing  efforts  of  early  breast  cancer  detection  programs; 

♦  teen  pregnancy  prevention  as  a  state  priority; 

♦  adequate  funding  for  immunization  programs; 

♦  Healthy  Communities  initiatives; 

♦  the  continuation  of  the  Caring  Program  for  Children; 

♦  recommendations  of  the  Long  Term  Care  Reform  Advisory  Council;  and 

♦  review  of  the  property  cost  component  of  the  Medicaid  reimbursement 
formula. 
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The  Health  Care  Advisory  Council's  recommendations  were  influenced  by  the 
presence  of  sometimes  inflexible  federal  regulations,  a  short  time  period  to  evaluate 
cost  strategies,  lack  of  unanimous  consensus,  and  absence  of  crucial  and  reliable 
information  and  data  upon  which  to  make  informed  decisions.   The  above 
recommendations,  however,  represent  a  variety  of  strategies  with  which  to  begin 
additional  efforts  to  contain  health  care  costs  in  Montana  and  are  supported  by  all 
members  of  the  Advisory  Council. 

Following  is  the  complete  list  of  issues  the  Advisory  Council  considered. 

Regulatory  Reform: 

1)  The  Montana  Health  Care  Advisory  Council  (HCAC)  recommends  that  state 
agencies  initiate  action  to  determine  whether  health  care  facility  regulatory 
functions  can  be  better  coordinated  and  combined,  especially  where  multiple 
agencies  regulate  similar  activities.   The  Department  of  Public  Health  and 
Human  Services  (DPHHS)  was  viewed  as  the  most  appropriate  agency  to  take 
the  lead  in  dealing  with  this  issue. 

2)  The  HCAC  reviewed  a  proposal  to  modify  state  health  facility  licensure  which 
allows  a  variety  of  activities  to  occur  or  be  sanctioned  under  one  license.   As 
an  example,  a  hospital  which  is  authorized  to  provide  home  health  agency 
services  and  long  term  care  must  secure  licenses  for  each  of  the  services. 
The  proposal  would  not  alter  the  current  regulatory  requirements  each  service 
has  to  meet.   After  considerable  discussion  with  DPHHS  staff  and  affected 
health  care  industry  representatives,  the  Advisory  Council  agreed  to  take  no 
action. 

3)  The  HCAC  reviewed  the  need  for  adoption  of  a  cost/benefit  analysis  process 
which  accurately  measures  and  takes  into  consideration  the  costs  imposed  on 
health  care  providers  as  a  result  of  proposed  implementation  of  regulations. 
After  considerable  discussion  with  DPHHS  staff  and  affected  health  care 
industry  representatives,  the  Advisory  Council  agreed  to  take  no  action  at  this 
time.   Currently,  all  state  agencies  are  already  required  to  take  into  account 
the  costs  of  proposed  regulations  during  the  rulemaking  process. 

4)  The  HCAC  recommends  that  the  legislature  consider  a  resolution  to  the 
federal  government  that  allows  the  state  to  a)  have  a  greater  level  of  flexibility 
in  applying  federal  certification  standards  to  nursing  homes  b)  conduct  federal 
Medicare/Medicaid  surveys  on  a  schedule  which  allows  state  option  for  annual, 
two  year,  or  three  year  surveys,  and  c)  achieve  federal  acceptance  of 
Medicaid/Medicare  "deemed  status"  for  nursing  home  facilities  securing 
accreditation  from  acceptable  private  entities,  such  as  the  Joint  Commission 
for  Accreditation  of  Healthcare  Organizations.   Additionally,  the  HCAC 
recommends  support  for  the  current  activities  being  undertaken  by  DPHHS 
to  study  issues  related  to  federal  certification  standards  for  nursing  homes 
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where  sensible  interpretation  and  application  of  those  standards  can  occur. 
There  was  general  agreement  during  this  discussion  that  regulations  created  at 
the  federal  level  do  not  always  take  into  consideration  local  issues  and 
problems. 

5)  The  HCAC  discussed  issues  related  to  the  potential  need  for  review  and 
clarification  of  the  powers  and  duties  of  professional  and  occupational  licensing 
boards.    Issues  that  were  brought  up  include  the  overlapping  and  sometimes 
contradictory  nature  of  the  boards  and  the  impact  on  health  facilities  by 
regulation  of  different  professions.   The  HCAC  decided  to  take  no  action  on 
this  item  since  the  issues  involving  the  numerous  professional  and 
occupational  licensing  boards  were  determined  to  be  extremely  complex  and 
the  HCAC  did  not  have  adequate  time  or  resources  to  thoroughly  evaluate  the 
need  for  action.    However,  HCAC  members  agreed  that  the  issues  deserve  a 
thorough  evaluation  with  the  cooperation  of  the  Department  of  Commerce  and 
the  various  agencies  and  organizations  impacted  by  licensing  boards. 

6)  The  HCAC  discussed  and  determined  that  a  recommendation  for  consolidation 
of  professional  and  occupational  licensing  boards  could  not  occur  until  the 
necessary  discussions  identified  in  Issue  5)  have  taken  place.  Therefore,  it 
took  no  action  on  this  item. 

7)  The  HCAC  discussed  the  potential  of  modifying  or  repealing  the  nursing  home 
bed  tax.    No  action  was  taken.    It  was  generally  viewed  by  Advisory  Council 
members  that  this  is  a  complicated  area  where  budget  impacts  of  a  nursing 
home  bed  tax  repeal  are  uncertain  and  that  the  issue  deserved  a  much  greater 
level  of  attention  than  time  allowed. 

8)  A  proposal  to  review  and  clarify  existing  statutes  on  "living  will'  and  durable 
power  of  attorney  was  discussed  by  the  HCAC.   The  Advisory  Council  heard  a 
proposal  from  the  American  Association  of  Retired  Persons  (AARP)  on  this 
issue  during  its  September  1996  meeting,  but  took  no  action. 

9)  The  HCAC  considered  recommendations  to  a)  modify  current  practices  in  the 
medical  community  and  by  DPHHS  in  the  diagnosis  and  labeling  of  children 
with  Attention  Deficit  Disorder  and  b)  expand  community-based  programs  (in- 
patient and  after  care)  for  severely  emotionally  disturbed  youth.    DPHHS 
acknowledged  that  treatment  for  severely  emotionally  disturbed  children  and 
youth  results  in  the  greatest  impact  on  the  Medicaid  budget.   Therefore, 
DPHHS  is  working  with  the  medical  community  in  pursuing  managed  care 
options  to  ensure  quality  and  appropriate  treatment  is  provided  to  Montana's 
children,  especially  at  the  community  level.   The  HCAC  supports  this  effort  and 
recommends  that  DPHHS  continue  this  strategy.   In  this  effort,  DPHHS 
intends  to  reimburse  providers  for  more  Medicaid  eligible  children  and  youth  in 
need  of  mental  health  treatment  in  managed  care  arrangements  where  existing 
levels  of  resources  are  reallocated. 
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10)  The  HCAC  discussed  the  need  to  allow  medically  appropriate  transplants 
under  Medicaid  irrespective  of  age.   With  the  understanding  that  DPHHS  is 
addressing  this  issue  through  the  Executive  Planning  Process  by  requesting 
funding  authority  to  cover  this  procedure,  the  HCAC  took  no  action  on  this 
issue. 

1 1 )  The  Advisory  Council  heard  a  proposal  regarding  'model'  legislation  on 
genetics  and  confidentiality  from  the  Montana  Medical  Association  during  its 
September  1996  meeting,  but  took  no  action  on  the  issue. 

12)  The  HCAC  discussed  the  need  to  modify  anti-trust  statutes  to  allow  for  a 
competitive  bidding  process  and  concluded  that  no  action  was  needed  at  this 
time.   The  HCAC  believes  that  if  the  current  Certificate  of  Public  Advantage 
laws  cause  problems  related  to  competitive  bidding,  then  the  process  should 
be  reviewed  under  a  separate  effort. 

Managed  Care 

1)  The  HCAC  recommends  that  DPHHS  study  the  development  and 
implementation  of  a  managed  care  program  for  long-term  care. 

2)  The  HCAC  debated  the  need  for  ensuring  accurate  encounter  reporting  in 
managed  care  systems.    It  concluded  that  since  encounter  reporting  is 
currently  required  by  Medicaid,  no  action  was  necessary. 

3)  The  HCAC  considered  a  recommendation  to  use  savings  from  Medicaid 
managed-care  to  expand  access  to  health  care  programs.  Based  on  discussion 
with  DPHHS,  the  Advisory  Council  concluded  that  no  action  was  needed 
although  they  support  DPHHS's  need  to  retain  flexibility  in  the  use  of  Medicaid 
savings.   The  HCAC  is  also  supportive  of  the  concept  that  savings  achieved 
through  program  improvements  in  Medicaid  should  stay  within  the  health  care 
area. 

Prevention  &  Education 

1)  It  was  recommended  that  the  HCAC  support  an  effort  to  increase  public  health 
initiatives  aimed  at  reducing  the  incidence  of  newly  emerging  diseases.   The 
HCAC  determined  that  no  action  was  necessary  since,  in  its  epidemiological 
functions,  DPHHS  is  already  attempting  to  deal  with  this  issue  as  a  part  of  its 
responsibility  to  protect  public  health. 

2)  DPHHS  sought  HCAC  support  for  the  continued  development  of  a  statewide 
injury  prevention  and  control  program.   The  HCAC  decided  to  support  DPHHS 
in  its  proposal  to  the  1997  Legislature  for  continued  development  of  this 
program  and  its  request  for  adequate  funding. 
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3)  DPHHS  recommended  that  the  HCAC  support  an  increase  in  the  average 
(state  and  federal)  tobacco  excise  tax  to  at  least  50  percent  of  the  average 
retail  price  of  all  cigarettes  and  smokeless  tobacco  products.   Such  an  action 
was  meant  to  accomplish  a)  reduced  prevalence  of  tobacco  use  by  children 
and  youth  by  creation  of  a  financial  barrier,  b)  greater  support  for  education 
and  enforcement  efforts  of  Minor  Access  to  Tobacco  statutes,  and  c)  increased 
educational  efforts  to  reduce  tobacco  use.   The  HCAC  decided  that  it  would 
take  no  action  on  this  issue,  but  recognized  the  merit  in  what  DPHHS  was 
trying  to  accomplish.    It  was  the  position  by  members  that  this  is  the  type  of 
policy  issue  that  would  have  a  questionable  outcome  in  the  Legislature  while 
consuming  an  extraordinary  amount  of  HCAC  resources. 

4)  DPHHS  recommended  that  the  HCAC  support  efforts  to  improve  early  breast 
cancer  detection  screening  rates  for  mammography,  clinical  breast 
examinations,  and  self  examinations.    The  HCAC  supports  DPHHS' 
continuing  efforts  to  reach  Year  2000  Objectives  for  these  issues. 

5)  The  HCAC  agreed  to  support  a  DPHHS  request  regarding  teen  pregnancy 
prevention  programs  as  a  state  priority.  This  support  recognizes  the 
Department's  continuing  efforts  to  reduce  the  incidence  of  teen  pregnancy 
through  a  variety  of  program  responsibilities  which  emphasize  early 
intervention. 

6)  The  HCAC  supports  the  work  of  the  Public  Health  Improvement  Task  Force  in 
its  work  to  set  a  future  course  for  public  health  improvement  activities. 

7)  In  March  1996,  the  Department  was  positioned  to  propose  a  contingency 
budget  request  in  the  event  that  Congress  reduced  or  eliminated  funding  for 
immunizations.   At  that  time,  it  asked  the  HCAC  for  its  support  if  the  proposal 
were  in  fact  necessary.    By  May  1996,  it  appeared  that  the  immunization 
program  was  no  longer  in  danger  from  Congressional  elimination  and  that  the 
HCAC  support  may  no  longer  be  necessary.    However,  the  HCAC  does 
support  the  continuing  efforts  of  the  Department  to  achieve  adequate 
immunization  levels  across  the  state. 

8)  DPHHS  requested  HCAC  support  to  provide  training  and  support  to 
communities  in  issues  which  impact  health  through  a  variety  of  initiatives, 
known  as  Healthy  Communities.    In  this  regard,  the  HCAC  supports  agency 
action  to  continue  the  development  of  these  initiatives.   While  DPHHS  will  be 
requesting  some  funding  authority  for  these  efforts,  it  is  important  to  note  that 
these  activities  are  expected  to  be  locally  developed  and  sponsored  and 
should  not  be  construed  as  state  agency  activities. 

9)  The  HCAC  considered  an  effort  to  review  any  potential  for  expanding  health 
services  to  unserved  and  underserved  populations  through  Federally  Qualified 
Health  Centers  (FQHCs).    FQHCs  are  primary  care  clinics  which  are  able  to 
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provide  Medicaid  and  Medicare  reimbursable  services  on  a  cost-based 
reimbursement  formula,  and  are  typically  able  to  accommodate  a  variety  of 
health  services  on  an  outpatient  basis.    In  terms  of  cost  containment,  this  issue 
originally  did  not  specifically  mention  FQHCs.    Rather,  the  discussion  and 
HCAC  deliberations  targeted  strategies  to  promote  improved  access  to  health 
services  in  areas  of  Montana  which  could  otherwise  be  considered 
underserved.   The  processes  in  place  to  authorize  the  establishment  of  FQHCs 
typically  evaluate  factors  related  to  need  for  the  service,  or  if  a  local  population 
is  potentially  underserved.    However,  the  HCAC  determined  that  it  would  take 
no  action  on  this  issue  since  there  was  a  DPHHS  program  already  established 
to  work  with  communities  and  health  care  providers  on  these  types  of 
developments. 

10)  in  its  March  1996  meeting,  the  HCAC  discussed  the  possibility  of  encouraging 
the  state  of  Montana  to  join  current  national  tobacco  lawsuit(s).   The  HCAC 
agreed  to  take  no  action  on  this  issue.   Rather,  it  was  determined  that  this 
type  of  decision  was  best  left  to  the  Governor  and  the  Attorney  General. 

1 1 )  The  HCAC  decided  to  propose  or  support  a  proposal  to  the  1997 
Legislature  to  ban  tobacco  vending  machines    This  was  an  item  that  was 
added  to  the  list  after  its  initial  development.   The  HCAC  revisited  the 
discussion  of  Issue  3)  under  this  section  (Prevention  and  Education)  and 
agreed  that  there  was  a  need  to  deal  with  the  high  rate  of  tobacco 
consumption  by  Montana's  underage  population. 

Insurance 

1 )  The  HCAC  discussed  its  support  for  continuation  of  the  Caring  Program  for 
Children.   Based  on  the  discussion,  it  was  determined  that  Department 
participation  in  the  Program  has  proven  to  be  successful  and  merits  HCAC 
support  for  continuation  of  this  public/private  initiative. 

2)  The  HCAC  was  asked  to  support  an  effort  to  modify  insurance  rules  to  require 
payment  of  90  percent  of  a  medical  claim  pending  audit  or  medical  necessity 
review.   The  HCAC  believes  that  such  an  activity  would  require  costly  and 
cumbersome  government  intervention  in  the  private  sector.  As  a  result,  the 
HCAC  took  no  action  on  this  item. 

3)  The  HCAC  was  asked  to  support  an  effort  to  investigate  the  cost  effectiveness 
of  a  "coordination  of  benefits"  process  for  collecting  medical  payments  due  for 
patients  with  more  than  one  health  insurance  plan.   Based  on  discussion,  it 
was  determined  that  in  the  private  sector  and  with  Medicaid,  such  efforts'were 
already  being  pursued.   Therefore,  the  HCAC  took  no  action  on  this  item. 

4)  The  HCAC  heard  a  proposal  to  eliminate  mandated  health  insurance  coverage 
requirements  in  state  law.   The  intent  of  this  proposal  is  to  provide  consumers 
a  greater  degree  of  customizing  health  insurance  benefit  packages  with 
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insurers.    HCAC  members  generally  agreed  with  this  concept.    However, 
without  the  existing  mandates  for  certain  types  of  coverage,  there  would  likely 
be  great  impacts  on  public  payers  for  those  types  of  services.   As  a  result,  the 
HCAC  decided  to  take  no  action  on  this  issue. 

After  considerable  discussion,  the  HCAC  decided  that  there  was  not  consensus  to 
take  any  action  on  issues  related  to  health  insurance  reform.   Therefore,  the  HCAC 
took  no  action  on:  any  proposal  to  expand  small  group  insurance  to  groups  of  1  and 
2  and  to  groups  up  to  100;  any  proposal  to  review  the  potential  costs  and  benefits  of 
community  rating  requirements  for  insurance;  any  proposal  to  review  and  modify 
existing  insurance  statutes  regarding  portability  of  health  insurance  coverage;  or,  any 
proposal  to  develop  a  "basic"  health  insurance  policy. 

Long-Term  Care 

1)        The  HCAC  was  provided  an  update  on  the  discussions  of  the  Governor's  Long 
Term  Care  Reform  Advisory  Council  during  its  March  1996  meeting,  with 
follow-up  recommendations  for  the  May  1996  meeting.   The  recommendations 
of  the  LTCRAC  fell  into  six  broad  categories:   a)  quality  assurance,  b)  long 
term  care  financing,  c)  long  term  care  insurance,  d)  public  awareness,  e) 
prevention  programs,  and  f)  service  alternatives.   The  HCAC  supports  the 
work  of  the  Long  Term  Care  Reform  Advisory  Council  and  the  concepts 
outlined  in  its  report  which  was  introduced  during  the  HCAC  May  9,  1996, 
meeting. 

Certificate  of  Need 

1)  After  considerable  discussion,  the  HCAC  agreed  that  specific  legislation  be 
proposed  to  review  the  elimination  of  home  health  services  and  long  term 
care  services,  inclusive  of  nursing  homes,  swing  beds,  and  transitional  skilled 
care  from  Certificate  of  Need  review.   Such  legislation  would  direct  an 
examination  of  the  effectiveness  of  keeping  these  services  reviewable  and  of 
alternatives  to  review  and  would  presumably  include  review  of  related  issues 
such  as  1)  removal  of  all  private  hospitals  from  CON  review;  2)  elimination  of 
CON  review  of  medical  equipment  for  private  entities;  3)  reestablishing  a 
hospital  CON  review  process;  and  4)  a  review  of  the  CON  process  to 
determine  program  effectiveness  and  resource  capacity. 

2)  The  HCAC  also  considered  a  proposal  to  require  DPHHS  to  review  the 
property  cost  component  of  the  Medicaid  reimbursement  formula.    In  its 
discussion,  it  was  agreed  that  such  a  review  could  occur  internally  in  the 
Department,  with  the  necessary  input  from  affected  entities,  in  order  to 
determine  if  the  formula  needs  to  be  improved  in  its  cost  assessment 
methodologies. 

3)  During  its  March  1996  meeting,  the  HCAC  heard  a  proposal  from  DPHHS  to 
modify  the  CON  statutes  by  redefining  which  services/facilities  should  be 
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reviewable.   After  discussion,  the  HCAC  determined  that  it  would  recommend 
or  support  legislation  to  eliminate  CON  review  of  mental  health  centers, 
inpatient  psychiatric  beds,  major  medical  equipment,  medical  assistance 
facilities,  and  specialty  mental  health  services. 

Other  Issues 

1)  The  HCAC  decided  that  investigating  the  potential  benefits  of  obtaining  ERISA 
(Employee  Retirement  Income  Security  Act)  waivers  from  the  federal 
government  was  not  necessary  at  this  time.   An  ERISA  waiver  would 
presumably  result  in  the  State's  ability  to  have  a  greater  level  of  state 
regulatory  control  over  large  self-funded  employee  health  insurance  benefit 
plans.   Therefore,  it  took  no  action  on  this  issue. 

2)  The  HCAC  supports  the  continuation  of  the  HCAC  with  the  understanding 
that  the  necessary  legislation  in  1997  to  reauthorize  the  Advisory  Council  will 
be  more  focused  than  its  1995  enabling  legislation.   Specifically,  the  legislation 
should  include  a  mission  statement,  giving  the  HCAC  much  clearer  direction 
for  policy  development  and  action. 

3)  The  HCAC  considered  a  proposal  to  recommend  review  and  evaluation  of  a) 
the  Patient  Protection  Act,  b)  "any  willing  provider"  proposals,  and  c)  point  of 
service  issues  in  the  delivery  of  health  care  services.    During  discussion,  it  was 
pointed  out  that  the  Insurance  Commissioner's  Office  is  currently  looking  at 
these  issues.   Therefore,  the  HCAC  expressed  its  support  for  that  agency's 
efforts  and  requested  that  the  Insurance  Commissioner  provide  an  update  in  a 
future  meeting. 

4)  The  HCAC  discussed  a  proposal  to  require  that  all  recipients  of  identical 
medical  procedures  be  charged  the  same  rate.    No  action  was  taken  on  this 
item  since  it  would  require  a  government  mandate  on  health  care  providers. 

5)  The  HCAC  discussed  a  proposal  to  establish  a  maximum  charge  corridor 
where  providers  could  only  charge  a  rate  that  was  within  a  certain  percentage 
of  the  Medicare/Medicaid  rates.   While  members  generally  agreed  that  such  an 
issue  could  result  in  a  cost  containment  strategy,  the  complexity  of  the  issue 
indefinitely  delayed  its  consideration.   Therefore,  no  action  was  taken  on  this 
item. 

6)  The  HCAC  discussed  and  supported  a  proposal  to  review  prioritization  of 
health  care  services  with  establishment  of  an  interim  task  force.   The  primary 
focus  of  such  a  study  would  be  the  Oregon  model  which  has  proven  successful 
in  several  regards.   The  HCAC  agrees  that  adequate  review  of  the  issue  would 
reguire  legislation  to  authorize  this  type  of  study. 
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APPENDIX  F: 

CONSUMER  HEALTH  CARE  REPORT  CARD 

INTRODUCTION 

The  Report  Card  Task  Force  was  directed  by  the  Health  Care  Advisory  Council  to 
provide  a  report  on  Consumer  Report  Cards.    One  of  the  first  actions  taken  by  the 
Task  Force  was  to  change  the  name  of  the  consumer  report  card  to  the  Health  Care 
information  Report.   This  action  resulted  from  a  discussion  regarding  the  purpose  of 
the  Consumer  Report  Card.   The  Task  Force  defined  its  responsibility  as  designing  a 
report  with  information  to  enhance  consumer  decision-making,  as  the  law  requires, 
rather  than  a  report  that  uses  an  "A-B-C-D-F"  or  letter  grade  reporting  format  as  the 
term  "Report  Card"  suggests.   The  Task  Force  felt  that  subscribing  to  the  letter  grade 
type  of  thinking  could  result  in  potentially  misleading  and  questionable  guidance  to 
the  health  care  consumer.    In  terms  of  providing  charge  information  required  by  law, 
the  Task  Force,  with  a  single  dissent,  felt  that  statewide  median  charges  represented 
the  best  measure  of  reporting  to  the  consumer. 

REQUIREMENTS  OF  HB531 

The  Health  Care  Consumer  Report  Card  Task  Force  was  appointed  by  the  Health 
Care  Advisory  Council  to  design  a  Report  Card  to  enhance  decision-making  of  the 
health  care  consumer.   Authorized  through  coordinating  instructions  in  House  Bill  531 
and  codified  as  50-4-312  MCA,  the  Advisory  Council  completed  its  appointments  to 
the  Task  Force  on  September  14,  1995.   50-4-312(1)  MCA  required  that  the  Task 
Force  represent  health  care  consumers,  providers,  hospitals,  insurers,  legislators  and 
employers.   The  Advisory  Council  received  letters  of  interest  from  numerous 
individuals  after  recruiting  through  a  statewide  media  campaign.    Senator  Mike 
Foster,  Townsend  was  elected  Chair  and  Nancy  Ellery,  Administrator,  Health  Policy 
and  Services  Division,  Department  of  Public  Health  and  Human  Services,  was  elected 
Vice-Chair  of  the  Task  Force. 

The  law  further  requires  that  the  Task  Force  design  a  report  card  which  "must 
include:  (a)  uniform  data,  including  charges,  that  will  enable  consumers  to  evaluate 
the  cost  of  medical  procedures;  (b)  data  about  insurance  plans,  such  as  benefit  and 
cost  savings;  (c)  additional  information  that  may  assist  consumers  in  making  informed 
choices  about  their  medical  care...."  Additionally,  the  law  directed  that  the  report  card 
include  applicable  information  generated  from  the  health  information  network 
development  currently  being  designed  as  a  result  of  Senate  Bill  385  enacted  in  1993, 
and  modified  in  House  Bill  511  during  1995. 

While  the  law  directed  that  data  collected  for  the  report  card  be  obtained  from 
existing  sources  if  possible,  it  also  charged  the  Advisory  Council  to  develop  standards 
for  uniform  data  to  be  provided  by  health  insurers,  hospitals,  and  health  care 
providers.    In  standards  development,  the  Advisory  Council  is  to  take  into  account 
their  feasibility  and  cost-effectiveness.    Finally,  this  report  is  intended  to  fulfill  the 
requirement  that  the  proposal  be  submitted  to  the  legislature  by  October  1,  1996. 
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TASK  FORCE  DELIBERATIONS 

The  Task  Force  met  six  times  beginning  in  October  1995  through  June  1996  to 
complete  its  work.    Initially,  much  time  was  devoted  to  developing  consensus  on  a 
variety  of  issues.   The  Task  Force  sought  agreement  on  an  HCIR  format  which  was 
simple,  succinct,  and  not  misleading  while  still  accomplishing  the  statutory  directive  to 
enhance  decision-making  capabilities  of  the  health  care  consumer.   However,  after 
significant  discussion,  the  Task  Force  concluded  that  the  numerous  complexities  and 
factors  associated  with  any  one  medical  procedure  or  treatment  could  result  in  a 
document  which  was  misleading. 

The  Task  Force  attempted  to  balance  comprehensive  and  comparable  information 
within  a  concise  format.    Its  discussions  contemplated  how  disclosure  could  result  in 
unwarranted  conclusions  regarding  quality  of  care  in  health  care  facilities  and  by 
health  care  providers.    Consequently,  the  proposed  HCIR  format  presents  information 
which:  1 )  concentrates  on  enabling  health  care  consumers  to  ask  questions;  2) 
provides  expert  professional  advice  on  the  general  nature  of  selected  procedures  or 
treatments;  3)  acknowledges  that  the  best  exchange  of  information  can  only  happen 
between  the  patient  and  providers  involved  in  all  aspects  of  care;  4)  uses  information 
based  on  median  charges;  and  5)  uses  health-related  data  available  from  existing 
sources. 

The  Health  Care  Advisory  Council's  enabling  legislation  directed  the  Council  to 
develop  standards  for  uniform  data  to  be  provided  by  health  insurers,  hospitals,  and 
health  care  providers,  and  to  take  into  account  the  feasibility  and  cost-effectiveness  of 
those  standards  [50-4-312(3)  MCA].   During  the  appointment  process,  the  Advisory 
Council  agreed  to  rely  on  the  judgement  of  the  Task  Force  to  determine  those 
standards.   The  Task  Force  agreed  that  development  of  standards  for  uniformity  of 
data  was  a  very  large  issue  requiring  more  time  and  attention  than  the  Task  Force 
was  able  to  give.   Therefore,  the  Task  Force  recommends  that  the  Advisory  Council 
convene  a  group  to  address  uniformity  of  data. 

Task  Force  data  discussions  primarily  dealt  with  the  types  of  medical  procedures  or 
treatments  that  should  be  reported  on,  the  types  of  financial  information  that  would  be 
most  useful  to  the  consumer,  and  what  constituted  a  necessary  level  of  information  in 
both  narrative  and  statistical  formats  specific  to  each  procedure  or  treatment. 
Ultimately,  the  majority  of  Task  Force  members  agreed  that  each  Health  Care 
Information  Report  concentrate  on  a  specific  procedure  or  treatment.   As  such,  the 
Health  Care  Information  Report  would  discuss  various  aspects  of  and  alternatives  to 
the  procedure  or  treatment,  equip  the  patient  with  the  appropriate  types  of  questions 
to  ask  health  care  professionals,  providers,  insurers,  and  managed  care  organizations 
regarding  the  procedure  or  treatment,  and  provide  statewide  median  charges  for 
various  aspects  of  the  procedure  or  treatment. 

Charge  information  will  be  based  on  universal  diagnostic  coding  so  that  the  patient 
can  refer  to  specific  codes  for  treatments  or  procedures  when  discussing  and 
comparing  the  information  with  health  care  professionals,  providers,  insurers,  and 
managed  care  organizations.    Having  the  ability  to  pinpoint  specific  codes  should 
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enable  the  patient  and  physician  to  discuss  a  number  of  procedures  or  treatments 
which  are  similar  in  nature.    Further,  the  Task  Force  believes  that  having  a  specific 
procedure  or  treatment  code  allows  a  patient  to  obtain  charge  information  which  most 
closely  corresponds  to  actual  charges  after  the  procedure  or  treatment  is  complete. 

FORMAT 

The  Task  Force  concluded  that  two  main  parameters  should  guide  its  work  in  design 
of  the  Health  Care  Information  Report  format.    First,  the  product  should  take  up  no 
more  space  than  one  page  (8  V2"  x  11")  on  both  sides.    By  folding  the  page  in  half 
and  printing  the  information  in  a  landscape  appearance,  the  Health  Care  Information 
Report  could  have  four  pages  of  relevant  information.   This  feature  allowed  the  Task 
Force  to  keep  within  its  philosophy  that  the  design  should  remain  simple,  succinct, 
and  not  be  misleading,  yet  still  contain  useful  information  that  is  easy  to  read  and 
understand. 

The  second  parameter  was  much  more  substantive  in  nature  and  mentioned  in  the 
introductory  remarks  of  this  report.    It  was  determined  during  the  design  process  that 
the  Task  Force  was  designing  a  report  with  information  to  enhance  consumer 
decision-making,  rather  than  reporting  on  potentially  misleading  issues  as  the  term 
"Report  Card"  suggests.   Therefore,  the  Task  Force  changed  its  name  from  a  "Report 
Card"  to  a  "Health  Care  Information  Report." 

The  Task  Force  believed  that  a  cooperative  role  between  the  government  and  the 
private  sector  is  to  provide  consumers  with  accurate  information  about  treatments  or 
procedures,  including  up-to-date  median  charges,  and  assist  in  the  development  of 
questions  necessary  for  consumers  to  ask  individuals  who  are  involved  in  the  process 
of  health  care  delivery.    Guiding  this  thought  process  was  the  belief  that  information 
in  each  Health  Care  Information  Report  could  be  obtained  without  legislative 
mandates  on  any  sector  of  the  health  care  industry. 

CONTENT  AND  PUBLICATION 

A  sample  design  of  the  Health  Care  Information  Report  was  developed  for  total  hip 
replacement.   The  Task  Force  believes  that  the  ultimate  responsibility  for  selecting 
treatments  and  procedures  for  Health  Care  Information  Reports  should  be  vested  with 
the  group  which  could  oversee  the  proposed  Health  Information  Network  or  a  group 
of  individuals  selected  to  represent  interests  similar  to  those  of  the  Task  Force. 
Extremely  important  to  this  concept  is  the  need  to  have  expert  physician  advice  in  the 
development  of  narrative  information  specific  to  each  treatment  and  procedure  of 
each  Report. 

Should  the  Health  Information  Network  concept  currently  being  discussed  by  the 
Health  Care  Advisory  Council  not  be  adopted,  the  Task  Force  believes  that 
development  of  Health  Care  Information  Reports  should  remain  a  function  of  the 
Department  of  Public  Health  and  Human  Services  as  a  contracted  service  with  the 
private  sector  with  oversight  from  individuals  selected  to  represent  affected  interests, 
including  consumers  and  providers. 
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The  Task  Force  examined  a  list  of  numerous  treatments  and  procedures  from  which 
to  choose  future  Health  Care  Information  Reports.   This  information  was  developed 
by  examining  the  top  20  treatments  and  procedures  which  Blue  Cross  Blue  Shield  of 
Montana  reimburses  in  terms  of  quantity  of  services  and  expenditures.   The  Task 
Force  recommends  that  similar  lists  from  Medicaid  and  Medicare  also  be  examined. 
It  further  recommends  that  expert  physician  advice  be  included  in  the  selection  of 
procedures  and  treatments  and  only  those  topics  or  treatment  which  are  frequently 
obtained  by  consumers  be  subjects  of  Health  Care  Information  Reports. 

FREQUENCY  AND  DISTRIBUTION 

The  Task  Force  agreed  that  for  each  procedure  or  treatment  selected,  a  Health  Care 
Information  Report  would  be  updated  at  least  annually  to  keep  the  information 
current.   Additionally,  the  Task  Force  agreed  that  up  to  four  new  Health  Care 
Information  Reports  be  developed  and  published  annually.    However,  the  Health  Care 
Advisory  Council  believes  that  a  trial  run  of  the  model  hip  replacement  report  first  be 
conducted,  with  a  determination  of  its  effectiveness  reported  before  the  1999 
Legislature. 

Health   Care  Information  Report  distribution  provoked  significant  debate  among  the 
Task  Force.   A  majority  of  the  Task  Force  felt  that  its  distribution  could  be 
accomplished  through  the  offices  of  health  care  professionals  or  through  mailings 
typically  disseminated  by  insurers,  managed  care  plans,  provider  associations,  or 
consumer  groups.    It  was  agreed  that  the  entity  responsible  for  development  and 
distribution  should  work  with  employers  and  all  segments  of  the  health  care  industry 
to  ensure  prompt  and  current  distribution  to  Montana  health  care  consumers. 

FUNDING 

The  Task  Force  recognized  that  development  and  production  of  Health   Care 
Information  Reports  will  have  associated  costs.   Cost  factors  identified  include 
research  on  procedures  or  treatments,  individual  HCIR  design  features,  mailing  costs, 
printing  costs,  graphic  design  costs,  and  administration.   The  Task  Force  believes 
that  these  costs  can  be  minimized  as  long  as  the  Health  Care  Information  Report 
process  remains  a  public/private  cooperative  effort. 

HEALTH  CARE  INFORMATION  REPORT  FOR  INSURANCE  PLANS 

The  Task  Force  recommends  that  Health  Care  Information  Reports  for  health 
insurance  plans  refer  to  new  reporting  requirements  contained  in  HB533  enacted  by 
the  1995  legislature.    Disclosure  standards  for  individual  and  group  policies  were 
enacted  which  require  health  care  insurers  to  provide  information  to  potential 
purchasers  before  or  at  the  time  of  purchase.   The  outline  of  information  must 
include:  a  general  description  of  the  principal  benefits  and  coverage  provided  in  the 
policy;  a  general  description  of  the  insured's  financial  responsibilities;  maximum 
lifetime  benefits  under  the  policy;  estimated  periodic  premium  to  be  paid  by  the 
insured;  factors  which  influence  the  provisions  of  particular  policies;  five-year  trends 
of  premium  costs  for  similar  policies;  and,  any  other  information  that  the  insurer 
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believes  relevant.   This  disclosure  requirement  includes  the  ability  of  any  individual  to 
obtain,  upon  request,  an  outline  of  coverage  for  any  health  benefit  product  marketed 
by  the  insurer  to  the  general  public,  without  estimated  periodic  premium  costs. 

The  Task  Force  felt  that  it  would  be  duplicative  for  the  development  of  Health  Care 
Information  Reports  on  health  insurance  benefit  plans  if  health  insurers  are  already 
required  to  provide  relevant  information  which  enhances  the  decision-making  of  the 
purchaser.  However,  in  order  to  comply  with  its  statutory  directives,  the  Task  Force 
agreed  that  the  entity  responsible  for  development  of  Health  Care  Information 
Reports  design  a  simple  format  which  reminds  health  insurance  consumers  of  their 
right  to  receive  this  information. 

DISSENTING  OPINION 

The  following  dissenting  opinion  was  issued  regarding  the  Health  Care  Information 
Report  by  Susan  Good  on  behalf  of  Project  HEAL  Montana: 

"Dissent  from  Report  Card  Task  Force  Report  to  Montana  Health  Care  Commission 
by  HEAL  Montana. 

The  Report  Card  Task  Force  came  about  as  the  result  of  an  eleventh  hour 
compromise  among  the  Montana  Hospital  Association,  St.  Vincent  Hospital,  the 
Montana  Medicaid  Association  and  HEAL  Montana.   It  was  incorporated  in  HB531 
and  passed  by  overwhelming  margins  in  the  Legislature. 

HEAL's  original  intent  under  HB  531  was  to  allow  individuals  to  become  more 
informed  consumers  of  medical  services.   A  most  critical  question  that  any  consumer 
asks  of  a  service  is  "What  does  it  cost?"   The  above  groups  found  that  provision  of 
the  bill  unappealing. 

The  main  objection  stated  by  the  groups  was  that  other  factors  besides  charges 
should  be  taken  into  consideration  when  judging  a  provider's  value.    Under  HB531, 
charge  information  was  all  that  was  required  for  disclosure. 

The  compromise  was  the  Task  Force,  whose  mission  was  to  design  a  report  card  that 
would  rate  value,  but  would  also  include  charge  information. 

The  compromise  was  struck  and  the  bill  passed. 

The  Task  Force  has  produced  a  document  that  bears  little  resemblance  to  what  the 
legislature  thought  it  was  getting.  (Ask  any  legislator  for  corroboration.)  The  data  that 
is  used  is  in  general  form,  using  statewide  median  charges.   That  is  a  good  first 
step,  but  what  use  is  a  statewide  average  when  an  individual  may  or  may  not 
be  able  to  find  out  what  his  own  provider  charges?      That  is  what  the  legislature 
voted  for. 

Unless  and  until  the  provider  groups  will  agree  to  some  type  of  reasonable 
disclosure,  this  document,  for  the  purposes  of  comparisons,  misses  the  mark. 
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HEAL  will  approach  the  1997  session  for  disclosure  legislation.    HEAL  hopes  to  work 
with  provider  groups  so  that  the  requirements  are  not  onerous.    But  it  is  our  firm 
conviction  that  the  technology  exists  and  that  the  inertia  of  the  providers  stems  from  a 
feudal  system  whose  time  has  gone.   Montanans  deserve  to  know  the  financial 
information  that  eludes  them  so  far. 

HEAL's  other  major  departure  from  the  Task  Force  Report  is  the  suggestion  that  the 
Health  Care  Information  Network  be  the  sole  author  and  disseminator  of  the 
information  reports. 

While  it  is  true  that  there  is  a  promise  to  appoint  consumers  to  the  board  of  directors 
of  the  proposed  group,  what  chance  would  they  have  in  voicing  their  opinions 
effectively  when  confronted  by  the  techno-speak  of  the  other  interest  groups.    Clearly, 
the  consumer  is  outnumbered  and  outgunned.   Only  the  most  extraordinarily 
tenacious  consumer  can  survive  in  that  setting.   Witness  the  consumers  on  the 
Report  Card  Task  Force.   Only  HEAL  remains  as  an  active  participant. 

The  Health  Care  Information  Reports  should  be  designed  by  a  committee  similar  to 
the  current  task  force  with  data  it  obtains  from  the  Health  Care  Information  Network, 
but  once  adopted  by  the  Health  Care  Commission,  it  should  be  marketed  by  anyone, 
so  long  as  the  body  of  the  report  were  identical  in  all  cases. 

Any  individual  or  group  could  market  or  distribute  them.    Free  enterprise  is  certainly 
able  to  do  this  job. 

HEAL  is  extremely  grateful  to  Task  Force  Committee  Chairman  Senator  Mike  Foster, 
who  did  a  terrific  job  under  difficult  circumstances.    Cindy  Lewis  never  missed  a 
meeting  and  her  efficiency  and  fairness  are  much  appreciated. 

M.  Susan  Good 
Executive  Director 
HEAL  MONTANA" 
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APPENDIX  G: 

INCREMENTAL  HEALTH  CARE  REFORMS 

INTRODUCTION 

The  Health  Care  Advisory  Council  was  directed  by  HB511  to  monitor  and  evaluate 
several  health  reform  issues  which  were  enacted  by  the  1995  Legislature.   The 
Advisory  Council  recognized  early  in  its  work  that  the  1995  legislative  actions  require 
more  time  than  HB511  allows  for  an  evaluation  to  effectively  measure  impacts.    In  the 
context  of  reporting  to  the  Legislature  and  the  Governor,  background  and  current 
status  of  each  issue  will  be  provided,  with  suggestions  on  future  monitoring  and 
evaluation  strategies. 

HB511  directed  the  Advisory  Council  to  monitor  and  evaluate  implementation  of  six 
issues: 

Tort  Reform 
Antitrust 

Purchasing  Pools 
Small  Group  Reform 
Medicaid  Managed  Care 
Certificate  of  Need 

The  following  issues  were  added  to  the  list  of  items  to  be  monitored  and  evaluated  by 
the  Advisory  Council: 

•  Medical  Savings  Accounts 

•  Tax  Deductions 

For  each  of  the  task  areas,  it  is  apparent  that  a  much  greater  length  of  time  beyond 
the  statutory  deadline  October  1,  1996,  is  necessary  to  effectively  evaluate  each 
health  reform  initiative.   Since  the  Health  Care  Advisory  Council  ceases  to  exist  on 
June  30,  1997,  legislative  authorization  of  continuing  the  recommended  evaluations 
will  be  necessary.    In  anticipating  a  proposal  in  the  1997  Legislature  to  continue  the 
Advisory  Council,  it  is  also  extremely  important  to  emphasize  that  members  anticipate 
an  Advisory  Council  role  in  monitoring  and  evaluating  the  issues  discussed  below. 

After  deciding  what  information  is  necessary  to  effectively  monitor  and  evaluate  the 
impacts  of  each  of  the  issues  in  this  discussion,  these  processes  could  be  facilitated 
through  the  Health  Information  Network  structure.   Should  the  Health  Information 
Network  begin  operations  as  proposed,  it  will  provide  a  vehicle  for  the  various 
sources  of  information  to  enter  into  cooperative  agreements  to  share  specific  data 
elements.    It  will  also  be  poised  to  provide  the  necessary  technical  and  administrative 
support  to  the  ongoing  process  of  thorough  and  accurate  monitoring  and  evaluation 
of  each  issue.   Also  important  is  the  fact  that  the  Network  will  be  able  to  provide  a 
consistent  level  of  participation  in  each  subject  area,  and  be  prepared  to  offer 
modifications  to  monitoring  and  evaluation  processes  if  necessary. 
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TORT  REFORM 

Background 

Tort  reform  issues  received  considerable  attention  and  discussion  during  the  1993 
Legislature  and  in  1994  from  the  Health  Care  Authority  (SB285,  50-4-101  et  seq 
MCA)  and  the  Joint  Interim  Subcommittee  on  Insurance  Issues  (SJR31,  Laws  of 
1993).   SJR31  authorized  an  interim  study  of  cost  and  availability  of  liability 
insurance,  medical  malpractice  insurance,  and  hov\/  to  make  insurance  coverage 
affordable  to  Montana  citizens.   Additionally,  the  Interim  Subcommittee  addressed 
public  and  private  immunity,  punitive  damages,  structured  settlements,  caps  on 
damage  awards,  joint  and  several  liability,  and  attorneys'  fees.   The  resolution  also 
directed  the  study  to  be  coordinated  with  the  tort  reform  and  defensive  medicine 
study  to  be  conducted  by  the  Health  Care  Authority. 

Early  in  its  process,  the  Interim  Subcommittee  decided  to  focus  its  efforts  on  medical 
malpractice.    Legislative  Council  staff  conducted  extensive  research  for  the 
Subcommittee  while,  over  the  course  of  several  hearings,  affected  parties  testified  on 
a  variety  of  tort  reform  considerations.   Although  they  looked  at  the  possibility  of 
recommending  limitations  on  claims,  noneconomic  damages,  contingency  fees,  and 
related  issues,  the  Subcommittee  proposed  only  two  statutory  changes.    One  bill 
proposed  to  clarify  the  current  law  regarding  polling  of  the  statute  of  limitations 
relative  to  malpractice.   The  other  proposal  recommended  procedural  changes  to  the 
Medical  Legal  Panel  Act  allowing  disclosure  of  rationale  behind  Panel  decisions  and 
allowing  nonbinding  mediation  in  certain  circumstances. 

The  Health  Care  Authority  examined  the  work  of  the  Subcommittee  and  heard  from 
its  chair  and  staff  in  September  1994.   The  Subcommittee's  work  was  exhaustive  and 
inconclusive,  primarily  because  of  the  need  to  formulate  consistent  and  up-to-date 
data  collection  efforts.   The  Subcommittee  and  Authority  agreed  that  public 
perception  was  inconsistent  and  emotional.   After  holding  its  own  hearing  in  October 
1994,  the  Health  Care  Authority  concluded  that:   the  Subcommittee's  findings  and 
recommendations  should  be  thoroughly  considered;  that  available  claims  data  be 
extensively  examined;  that  the  Authority  further  consider  options  regarding 
noneconomic  damages,  mandatory  periodic  payments,  and  reverse  sliding  scale 
limits  on  contingency  fees;  and,  medical  malpractice  claims  data  be  incorporated  into 
the  development  of  a  unified  health  information  data  base.    Because  of  the 
Authority's  elimination,  it  was  unable  to  follow  through  on  these  recommendations. 

Current  Status 

The  Interim  Subcommittee  recommendations  passed  the  1995  Legislature  in  the  form 
of  SB7  (clarify  medical  malpractice  statutes  of  limitations)  and  HB26  (modify  the 
Medical  Legal  Panel  Act).    However,  the  primary  tort  reform  measure  passed  during 
the  1995  Legislature  was  HB309  which  places  a  $250,000  cap  on  noneconomic 
damage  awards  and  allows  for  periodic  payment  of  awards  from  malpractice  claims  in 
excess  of  $50,000.   A  noneconomic  loss  includes  physical  and  mental  pain  or 
suffering,  emotional  distress,  inconvenience,  and  other  subjective  nonmonetary 
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impacts  experienced  by  a  claimant.    HB309  applies  to  tort  actions  which  occur  on  or 
after  October  1,  1995. 

Recommendation 

The  Health  Care  Advisory  Council  recommends  that  the  findings  of  the  Interim 
Subcommittee  and  the  Health  Care  Authority  regarding  medical  malpractice  are 
reviewed.    From  that  information,  the  Advisory  Council  should  work  with  the  Office  of 
the  Attorney  General,  the  Montana  Medical  Association,  the  Montana  Trial  Lawyers 
Association,  the  Insurance  Commissioner,  Legislative  Services  Division,  health 
insurers,  other  appropriate  provider  and  consumer  associations,  and  decide  what 
information  is  necessary  to  provide  a  history  of  medical  malpractice  actions  in 
Montana  and  how  the  provisions  of  HB309  may  impact  historical  patterns  or  trends. 
In  order  to  draw  any  conclusions  of  the  potential  impacts  of  HB309,  recommendations 
from  the  Advisory  Council  may  require  that  the  necessary  medical  malpractice 
information  be  collected  over  a  minimum  number  of  years  into  the  future. 


ANTITRUST 

Background 

With  the  passage  of  SB285  in  1993,  the  Legislature  directed  the  Health  Care 
Authority  to  begin  rulemaking  for  the  issuance  of  Certificates  of  Public  Advantage. 
The  rules  would  incorporate  a  process  for  analysis  of  proposals  by  health  care 
providers  who  wished  to  collaborate  on  joint  ventures  which  may  otherwise  violate 
federal  or  state  antitrust  statutes.    However,  state  sanction  of  collaboration  would  not 
change  antitrust  laws.   As  long  as  state  authorities  (the  Health  Care  Authority) 
confirmed  that  collaboration  was  in  the  public  interest  and  potentially  would  result  in 
an  impact  on  health  care  costs  benefitting  consumers,  then  the  federal  Department  of 
Justice  and  Federal  Trade  Commission  would  not  likely  pursue  antitrust  enforcement 
actions  toward  the  involved  parties. 

Current  Status 

On  behalf  of  the  Health  Care  Authority,  the  Montana  Attorney  General's  Office  drafted 
model  rules  for  the  Certificate  of  Public  Advantage  process  in  1994.    Filing  of  the 
rules  was  postponed  until  after  the  1995  Legislature  since  the  provisions  of  SB285 
were  the  subject  of  several  pieces  of  legislation  during  that  session.    Ultimately,  with 
the  elimination  of  the  Health  Care  Authority,  the  Legislature  decided  it  was  beneficial 
to  retain  the  process  to  issue  Certificates  of  Public  Advantage.    HB51 1,  coordinated 
with  the  provisions  of  HB509,  transferred  the  process  to  the  Department  of  Justice. 
HB509  clarified  the  process  to  specifically  allow  for  mergers  of  facilities  and  for  the 
Department  of  Justice  to  offset  costs  of  the  process  with  fees.   The  Governor  added 
to  HB509  the  ability  for  physicians  to  also  participate  in  collaboration  activities  if  they 
can  successfully  complete  the  evaluation  process. 
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The  rules  were  clarified  to  meet  the  language  of  HB509  and  HB511,  filed  with  the 
Secretary  of  State  and  issued  in  the  Montana  Administrative  Register  on  June  5, 
1995. 

Recommendation 

The  Health  Care  Advisory  Council  recommends  that  the  process  of  evaluation  for 
Certificates  of  Public  Advantage  be  reviewed  on  an  ongoing  basis.   To  date,  there 
has  been  one  Certificate  issued  for  two  hospitals  to  merge.   While  the  Certificate 
included  numerous  conditions  to  be  met,  current  findings  on  impacts  of  health  care 
costs,  quality,  and  availability  are  minimal. 


PURCHASING  POOLS 

Background 

With  the  passage  of  SB285  in  1993,  the  Legislature  directed  the  Health  Care 
Authority  to  study  and  make  recommendations  regarding  the  implementation  of 
purchasing  pools  in  Montana.   The  Authority  commissioned  the  Institute  for  Health 
Policy  Solutions  (IHPS)  to  design  a  system  for  Montana  and  conducted  a  thorough 
investigation  of  other  states  with  similar  initiatives.   The  recommendations  necessarily 
dovetailed  with  recommendations  to  modify  the  Montana  Small  Employer  Health 
Insurance  Availability  Act  so  as  to  not  create  a  disincentive  to  small  employers  to 
participate  in  cooperative  purchasing  arrangements.    Ultimately,  the  concept  of  a 
purchasing  pool  is  to  design  a  health  insurance  purchasing  process  where  numerous 
entities,  primarily  employers,  can  pool  resources  and  thus  increase  their  ability  to 
negotiate  more  affordable  health  insurance  packages  for  participants. 

The  Health  Care  Authority  recommended  several  prerequisites  for  voluntary  pools, 
including  a  certification  process  by  the  Insurance  Commissioner,  that  individuals  be 
allowed  to  participate  along  with  employer  groups,  that  market  areas  be  established 
to  ensure  that  pools  remain  fiscally  viable,  and  that  there  only  be  one  pool 
arrangement  to  begin  with  in  the  state,  primarily  as  a  demonstration  of  its  ability  to 
survive  in  a  Montana  market. 

Current  Status 

With  the  enactment  of  HB405,  the  1995  Legislature  removed  statutory  barriers  to 
voluntary  formation  of  pools  for  employers  with  the  intent  that  the  market  should 
dictate  survivability.    HB405  also  featured  some  reporting  requirements  and  that 
purchasing  pools  observe  Montana's  insurance  codes  where  applicable.    HB405 
became  effective  October  1,  1995.   At  that  time,  the  Insurance  Commissioner's  Office 
was  authorized  to  certify  purchasing  pool  arrangements  through  an  application 
process. 
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Recommendation 

The  Health  Care  Advisory  Council  recommends  that  purchasing  pool  arrangements 
be  monitored  to  determine  participation  and  effectiveness.   Information  sharing  should 
be  agreed  to  betv^/een  the  Insurance  Commissioner,  the  Department  of  Labor  and 
Industry,  the  state  Chamber  of  Commerce,  the  Montana  Chapter  of  the  National 
Federation  of  Independent  Businesses,  and  participating  insurers  to  develop  an 
effective  monitoring  and  evaluation  strategy.   Additionally,  every  effort  should  be 
made  to  include  large  employers  in  the  monitoring  process  so  that  tracking  of 
Montana's  insured  population  is  improved. 

SMALL  GROUP  REFORM 

Background 

A  main  feature  of  SB285  in  1993  v\/as  the  Small  Employer  Health  Insurance 
Availability  Act,  commonly  knov^/n  as  small  group  reform.   The  provisions  of  the  Act 
were  modeled  from  recommendations  of  the  National  Association  of  Insurance 
Commissioners  (NAIC).   Among  its  changes  to  Montana's  insurance  codes,  it  defines 
eligible  employers  and  eligible  employees  who  can  purchase  a  basic  or  standard 
group  health  plan  which  is  guaranteed  to  be  issued  to  all  eligible  participants  in  each 
group.   The  guaranteed  issue  provision  essentially  guarantees  health  benefit  plan 
coverage  to  all  participants  and  disallows  insurance  companies  from  excluding  any 
participant  based  on  specific  medical  condition.   Additionally,  there  are  some  rate 
restrictions  applicable  within  the  small  group  market. 

Current  Status 

The  vast  majority  of  states  enacted  some  version  of  small  group  reform  in  recent 
years.    In  the  1995  Legislature,  the  Montana  Act  was  subject  to  simultaneous  repeal 
and  modification  efforts.    Ultimately,  the  Act  was  modified  with  HB466.   The 
Insurance  Commissioner  is  currently  responding  to  the  statutory  modifications  with 
necessary  changes  in  regulations.   At  the  present,  there  are  24  insurance  companies 
certified  by  the  Insurance  Commissioner  to  offer  small  group  benefit  packages  under 
the  provisions  of  this  Act. 

Recommendation 

Both  the  Advisory  Council  and  the  Insurance  Commissioner  were  directed  to  evaluate 
small  group  reform  from  separate  legislation  enacted  in  1995.   The  Advisory  Council 
believes  that  the  Insurance  Commissioner's  evaluation  should  be  the  first  step  in 
developing  a  strategy  to  monitor  and  evaluate  the  Act.   As  an  ongoing  process,  it  is 
imperative  that  Montana's  insurance  industry,  employers,  consumer  representatives, 
and  the  Insurance  Commissioner  work  together  to  continue  examining  the  Act.    In 
addition  to  a  monitoring  its  impact  on  health  care  costs,  the  utilization  of  health 
insurance  products  to  more  small  businesses  should  also  be  gauged.  Additionally,  the 
uniform  benefits  package  available  in  the  small  group  market,  resulting  from  HB533, 
should  be  included  in  the  monitoring  and  evaluation  process.  In  conjunction  with  its 
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examination  of  small  group  reform,  the  Advisory  Council  may  integrate  other 
insurance-related  issues  into  its  deliberations.    Inclusion  of  the  other  health  insurance 
issues  enacted  during  the  1995  Legislature  should  enable  the  Advisory  Council  to 
more  fully  understand  the  nature  of  health  insurance  reform  and  how  it  may  impact 
cost  containment,  access  to  care,  and  quality  of  care.   Those  issues  include:    1 )  a 
prohibition  of  certain  preexisting  conditions  from  health  benefit  plans  (HB446);  2)  the 
requirement  that  health  insurers  waive  certain  time  periods  which  apply  to  preexisting 
medical  conditions  and  the  creation  of  a  low  cost  uniform  health  benefit  plan  (HB533); 
3)  the  Insurance  Fraud  Protection  Act  (SB253);  4)  revisions  to  the  Montana 
Comprehensive  Health  Association  Plan  (SB341);  and,  5)  the  regulation  of  self- 
funded  multiple  employer  arrangements  (SB376). 

MEDICAID  MANAGED  CARE 

Background 

HB511  required  the  Advisory  Council  to  monitor  and  evaluate  the  implementation  of 
Medicaid  managed  care.   The  Department  was  originally  authorized  to  expand 
managed  care  programs  for  Medicaid  by  the  1993  Special  Legislative  Session.   The 
1995  Legislature  clarified  intent  of  establish  Medicaid  managed  care  system  for 
physical  services  in  SB388  and  for  mental  health  services  under  SB223.    SB388  was 
effective  July  1,  1995,  and  SB223  was  effective  October  1,  1995. 

Physical  Health  Managed  Care 

The  physical  health  managed  care  program  inclusion  of  health  maintenance 
organizations  was  clarified  in  SB388.    Primarily,  the  law  requires  that  health 
maintenance  organizations  comply  with  state  HMO  requirements,  rather  than  a 
separate  Medicaid  managed  care  licensing  process;  specifies  HMO  enrollment  and 
certification  requirements  for  Medicaid  clients;  and,  authorizes  the  development  of 
community  networks  of  providers  specifically  for  Medicaid  beneficiaries.   The 
Insurance  Commissioner  is  currently  proceeding  with  rulemaking  for  the  regulation  of 
managed  care  community  networks  as  directed  by  this  statute.   The  rules  will  allow 
the  formation  of  community  networks  and  their  ability  to  be  exempt  from  HMO 
regulations. 

As  a  result  of  the  complexity  involved  with  transition  from  a  traditional  fee-for-service 
system  to  managed  care,  the  Quality  Care  Montana  Advisory  Council  has  been  acting 
in  an  advisory  capacity  to  the  Medicaid  Program.   Primary  among  its  functions  has 
been  to  recommend  quality  improvement  guidelines  in  order  to  satisfy  federal 
Medicaid  requirements  while  making  the  system  workable  for  Montana  providers. 


Mental  Health  Managed  Care 

SB223  contained  the  cumulative  work  of  the  Mental  Health  Managed  Care  Advisory 
Group  which  identified  the  necessary  statutory  changes  to  implement  the  program. 
The  former  Departments  of  Family  Services,  Corrections  and  Human  Services,  and 
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Social  and  Rehabilitation  Services  were  all  involved  with  the  provision  of  mental 
health  services  to  Medicaid  enrollees.   Therefore,  a  variety  of  changes  were 
necessary  to  allow  for  a  cooperative  managed  care  initiative  to  occur.   SB223's 
primary  goals  are  to  enhance  the  quality,  continuity,  and  effectiveness  of  mental 
health  care  while  controlling  the  growth  in  public  expenditures  for  mental  health 
services. 

Basically,  the  mental  health  managed  care  program,  named  the  Mental  Health 
Access  Plan  (MHAP),  consists  of  the  Department  of  Public  Health  and  Human 
Services  obtaining  a  waiver  of  several  Medicaid  regulations,  expanding  eligibility  for 
mental  health  services  to  families  earning  up  to  200  percent  of  the  Federal  Poverty 
Level  (with  a  graduated  cost-sharing  schedule),  and  contracting  with  a  managed  care 
organization  to  administer  the  program. 

Current  Status 

Physical  Health  Managed  Care 

The  Commissioner  of  Insurance  has  completed  the  rulemaking  process  for  managed 
care  community  networks.   Additionally,  the  Quality  Care  Montana  Advisory  Council 
no  longer  exists.   The  previous  oversight  functions  of  that  group  have  been 
transferred  to  the  DPHHS  Medicaid  Advisory  Council. 

Mental  Health  Managed  Care 

The  Department  successfully  completed  the  Medicaid  regulation  waiver  process  for 
the  MHAP  after  revising  the  proposal  in  response  to  federal  concerns.   Approval  of 
the  waiver  was  necessary  so  the  Department  could  begin  its  request  for  proposals. 
Proposals  will  be  received  through  the  early  part  of  October  1996,  with  initial 
implementation  of  the  MHAP  expected  by  the  end  of  calender  year  1996.   The  MHAP 
Advisory  Group  will  continue  participating  with  oversight  activities  for  this  process. 

Recommendation 

The  Department's  physical  and  mental  health  managed  care  initiatives,  because  of 
their  use  of  Medicaid  funds,  require  oversight  features  to  assure  that  Medicaid  clients 
are  not  adversely  affected  in  the  areas  of  access  to  and  quality  of  care.   Standards  of 
quality  of  care  are  ensured  through  a  comprehensive  process  which  is  conducted 
both  internally  and  externally.   Therefore,  the  Advisory  Council  recommends  that 
measuring  the  impacts  of  Medicaid  managed  care  initiatives  should  be  based  on 
information  which  will  be  available  through  existing  quality  assurance  activities. 

MEDICAL  SAVINGS  ACCOUNTS 

Background 

Although  not  specifically  mentioned  in  HB511,  the  enactment  of  medical  savings 
accounts  (HB560)  received  a  great  deal  of  attention  during  the  1995  Legislature. 
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During  the  legislative  process,  MSAs  were  portrayed  as  a  method  of  helping  bring 
down  costs  of  health  care  by  instilling  a  greater  sense  of  individual  responsibility  in 
the  use  and  purchase  of  health  care  services.   The  rationale  was  that  if  individuals 
played  a  more  active  role  in  the  payment  for  health  services  out  of  an  account 
administered  on  their  behalf,  coupled  with  a  reasonable  health  insurance  package  to 
cover  catastrophic  care,  then  individual  use  of  health  services  would  decrease.    In 
particular,  use  of  unnecessary  health  services  would  be  reduced,  since  individuals 
would  realize  the  advantage  of  not  spending  out  of  an  interest-bearing  account  unless 
it  was  absolutely  essential. 

Current  Status 

The  provisions  of  HB560  became  effective  January  1,  1996.    One  of  the  primary 
operational  features  of  the  proposal  allows  for  an  individual  to  deposit  up  to  $3,000 
tax-free  annually  in  an  MSA.    Penalties  are  imposed  when  funds  are  withdrawn 
outside  an  established  year-end  date  or  withdrawn  for  purposes  other  than  for  eligible 
medical  expenses  or  long-term-care.   Also,  in  either  case,  the  funds  would  be  treated 
as  any  other  taxable  income. 

The  Department  of  Revenue  is  responsible  for  the  regulation  of  MSAs.   An  approval 
system  has  been  instituted  for  individuals  or  entities  who  wish  to  administer  MSA 
plans.    However,  to  date  there  has  been  minimal  interest  for  MSA  plan 
administrators.   Among  the  reasons  for  disinterest  in  this  area  have  to  do  with  lack  of 
federal  action  and  with  a  potential  need  to  revisit  the  administrative  rules  where 
audits  and  penalties  for  withdrawals  from  MSAs  are  concerned.    Recent  federal 
legislation  authorizes  a  limited  demonstration  of  MSAs  at  the  national  level.   As  a 
result,  federal  income  tax  incentives  are  still  non-existent  to  the  population  as  a 
whole. 

Recommendation 

The  Advisory  Council  recommends  that  the  Department  of  Revenue,  with  the  advice 
of  other  interested  entities,  monitor  the  utilization  patterns  by  individuals  who 
establish  MSAs  to  help  assess  any  impact  on  health  care  costs.   Additionally,  it  would 
be  beneficial  to  convene  a  work  group  with  the  Department  of  Revenue, 
representatives  of  financial  institutions,  businesses,  and  consumer  interests,  to 
identify  issues  and  recommend  improvements  related  to  MSA  regulations. 
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TAX  DEDUCTIONS 

Background 

Individuals  have  been  able  to  deduct  a  certain  percentage  of  out-of-pocket  costs  for 
eligible  health-related  expenses,  including  insurance  premiums,  at  both  the  state  and 
federal  levels.   The  existing  formula  allows  an  individual  who  itemizes  deductions  to 
calculate  7.5  percent  of  adjusted  gross  income  to  establish  a  floor  amount.   Any 
amount  of  health  related-expense  above  that  floor  can  then  be  applied  to  total 
itemized  deductions  for  purposes  of  determining  taxable  income.   Also  at  both  the 
state  and  federal  levels,  businesses  are  allowed  to  write  off  all  contributions  to 
insurance  plans  as  operating  business  expenses.   Essentially,  the  Health  Care 
Authority  recommended  that  the  state  allow  individuals,  sole-proprietorships, 
partnerships,  and  Subchapter  S  corporations  the  ability  to  deduct  health  care 
premium  costs  similar  to  businesses.    However,  for  individuals,  the  deduction  would 
apply  only  to  out-of-pocket  insurance  premium  costs  if  employers  are  also 
contributing  to  an  individual's  coverage.    Several  health-related  tax  deduction 
proposals  were  introduced  during  the  1995  Legislature.    HB202  was  the  only  bill  to 
become  law. 

Current  Status 

For  purposes  of  computing  net  income,  HB202  allows  individuals  to  deduct  50 
percent  of  out-of-pocket  health  insurance  premium  payments.   The  deduction  was 
made  effective  retroactively  to  apply  to  tax  years  beginning  after  December  31,  1994. 
The  deduction  does  not  apply  to  federal  income  taxes.    However,  its  presence  is 
hoped  to  provide  an  incentive  for  individuals  to  purchase  health  insurance  who  may 
not  otherwise  be  covered.   Any  dollar  amount  applied  to  this  specific  deduction 
cannot  be  used  for  any  other  deduction  for  health-related  expenses  that  are  available 
to  Montana  taxpayers  under  both  state  and  federal  tax  codes. 

Recommendation 

Like  MSAs,  tax  deductibility  was  not  specifically  mentioned  in  HB51 1  as  an  issue  for 
the  Advisory  Council.    However,  also  like  MSAs,  the  Advisory  Council  believes  that 
this  issue  should  be  dealt  with  in  a  similar  fashion  as  other  proposals  related  to 
health  reform. 

Therefore,  the  Advisory  Council  recommends  that  taxpayer  trends  be  monitored  to 
measure  the  use  of  the  new  deduction.    In  developing  a  methodology  with  the 
Department  of  Revenue  to  obtain  information,  impacts  of  the  deduction  on  insurance 
coverage  in  the  state  as  well  as  impacts  to  the  state  general  fund  should  be  taken 
into  consideration. 
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CERTIFICATE  OF  NEED 

Background 

The  Montana  Certificate  of  Need  (CON)  Program  was  enacted  in  1975  in  response  to 
federal  passage  of  and  funding  for  the  National  Health  Planning  and  Resource 
Development  Act  of  1974  (NHPRDA).   The  legislative  intent  of  the  program  was  to 
improve  the  delivery  of  health  services  in  the  state  by  containing  costs,  promoting 
quality  of  care,  ensuring  availability  of  and  access  to  services,  and  preventing 
unnecessary  duplication  of  services.   With  the  repeal  of  the  NHPRDA  in  1987  and  its 
corresponding  federal  financial  support  of  state  programs,  states  were  put  in  the 
position  of  supporting  CON  entirely  with  state  funding.   Montana  has  retained  the 
process,  but  modified  it  considerably  since  1987. 

Current  Status 

In  general,  hospitals  are  exempt  from  CON  unless  long  term  care,  inpatient 
rehabilitation,  or  inpatient  psychiatric  services  are  proposed.   Additionally,  lower 
levels  of  long  term  care  are  also  exempt  from  the  review  process.   The  main  types  of 
services  still  reviewable  are  nursing  home  levels  of  long  term  care,  home  health, 
ambulatory  surgical  centers,  medical  assistance  facilities,  mental  health  centers  with 
inpatient  services,  rehabilitation  facilities  with  inpatient  services,  and  residential 
treatment  facilities.   While  these  facilities  are  reviewable  under  law,  not  all  projects 
initiated  require  CON  approval.    Primahly,  reviewable  projects  involve  large  capital 
expenditures,  new  bed  capacities  or  services,  or  expansions  of  bed  capacities  or 
services. 

The  1995  Legislature  modified  the  CON  process  through  the  enactment  of  SB416. 
Basically,  CON  was  revised  to  theoretically  streamline  the  review  and  appeals 
process,  with  some  clarifying  language  related  to  health  facilities  which  are 
reviewable  and  exemption  for  eligible  hospitals  to  establish  five  swing  beds  without 
review.    New  regulations  based  on  SB416  became  effective  July  19,  1996. 

Recommendations 

Similar  to  the  CON  recommendations  in  the  Cost  Containment  section  of  this  report, 
the  Advisory  Council  recommends  that  the  CON  process  be  reviewed  in  terms  of  its 
historical  changes,  including  those  modifications  in  SB416,  assess  the  impacts  which 
these  changes  have  had  or  may  have,  and  consider  whether  additional  modifications 
to  the  process  may  be  useful  or  necessary.   Impacts  to  be  evaluated  should  address 
the  original  concepts  for  which  CON  originally  was  implemented.   Additionally,  the 
Advisory  Council  recommends  that  a  methodology  be  developed  to  allow  for  continual 
assessment  of  the  CON  process. 


84 


I  The  first  printing  of  this  public  document  was  published  at  an  estimated  cost  of  $6.28 1 
per  copy  for  printing  and  limited  distribution,  for  a  total  cost  of  $502.40. 


